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PART 1:
PROFESSIONAL AUDIT
PERSONAL STUDY PROGRAMME
Psych. D in Clinical Psychology 
Conversion Programme 
Name: Gillian Mary Koheeallee Date of Registration: April 1995
Registration Number: 3418405
1 OVERALL AIMS AND OBJECTIVES
1.1 To attain greater professional competence in order to enhance the contribution 
of clinical psychology to health care
1.2 To promote the status and contribution of the psychology department within the
Trust
1.3 To achieve a personal ambition and enhance my career prospects
2 ACADEMIC
2.1 Aims
2.1.1 To enhance academic competence in three specialist areas of clinical 
psychology so as to develop the services offered by the department and the 
profession
2.1.2 To update academic information within the department, e.g. by journal articles
2.1.3 To disseminate the knowledge gained to other department members by 
presentations
2.1.4 To advance the reputation for knowledge within the department
2.2 Objectives
2.2.1 To complete three critical reviews, one for each of the three specialist areas
2.2.2 To carry out three literature searches in the three specified areas
2.2.3 To share the information gained in each of the three areas with department
members
2.2.4 To increase own expertise in each of the three areas
2.3 Rationale
2.3.1 To explore areas relevant to specific clinical work on which the department has 
little information currently
2.3.2 To pursue area& of departmental interest where there is ongoing debate
2.3.3 To update literature in areas relevant to the department
2.4 Plan
2.4.1 A critical review of Gentle Teaching and its relationship with Behaviour 
Modification
2.4.2 A critical review of the Aetiology of and Treatments for Rumination
2.4.3 A critical review of the Classification of and Treatments for Pica
3 CLINICAL
3.1 Aims
3.1.1 To increase personal professional competence
3.1.2 To develop the services offered by the department
10
3.2 Objectives
3.2.1 To describe a service development undertaken and its psychological framework
3.2.2 To carry out a literature search relevant to the service area
3.2.3 To increase own expertise in this area
3.3 Rationale
3.3.1 To contribute to a new area developing within the Trust
3.3.2 To increase collaboration with colleagues from other professions
3.4 Plan
3.4.1 To devise a training package for staff who work in learning disabilities in the
area of sexuality
3.4.2 To research into the availability of suitable questionnaires to assess knowledge 
and attitudes towards sexuality and learning disability
3.4.3 To carry out training workshops with staff
3.4.4 To evaluate the effectiveness of the workshops
4 RESEARCH
4.1 Aims
4.1.1 To increase research competence so as to develop the services offered by the 
department
4.1.2 To increase the knowledge available to the department and the profession
4.1.3 To develop personal research interest which has arisen out of current clinical 
work
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4.2 Objectives
4.2.1 To develop a research dossier, part of which will be the original M.Sc. 
Dissertation, which together amounts to a body of some 40,000 words
4.2.2 To carry out an extensive literature search relevant to my chosen area of study 
in order to inform the present research
4.3 Rationale
4.3.1 To achieve a greater understanding of a particular area of study
4.3.2 To be able to respond more effectively with presenting problems referred to the 
service
4.3.3 To supply information to help set up potential new services where gaps are 
highlighted during the course of the research
4.4 Plan
4.4.1 To produce an original interview schedule to explore the experiences of people 
with a learning disability who are married
4.4.2 To interview people with a learning disability and their spouses as identified 
from the Sutton Register
4.4.3 To employ qualitative research methods, representing an extension of current 
skills possessed
5 PORTFOLIO OUTLINE
5.1 Academic Component
5.1.1 A Critical Review of Gentle Teaching and its relationship with Behaviour 
Modification
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5.1.2 A Critical Review of the Aetiology of and Treatments for Rumination
5.1.3 A Critical Review of the Classification of and Treatments for Pica
5.2 Clinical Component
5.2.1 Staff Training in Sexuality and Learning Disability
5.3 Research Component
5.3.1 Research submitted for M.Sc.: "Reasons for Slimming and Weight Loss."
5.3.2 Novel research: "People with a Learning Disability and their Experience of 
Marriage."
6 TRAINING EVENTS ATTENDED
6.1 Lectures/Seminars
6.1.1 Advanced Professional Development. Peter Hill, St. George’s Medical School, 
Tooting
6.1.2 The Children Act. Sutton Social Services
6.1.3 Understanding the Business Culture. Merton & Sutton Community (NHS)
Trust
6.1.4 Qualitative Methods. University of Surrey, Psychology Department. Evanthia 
Lyons
6.1.5 Research Methods. University ofSurrey, Psychology Department. Chris Fife- 
Schaw
6.1.6 Assessment of Risk. University of Surrey, Psychology Department. Paul 
Devonshire
6.1.7 Multiple Sorting Procedures. University of Surrey, Psychology Department.
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Clare Twigger-Ross
6.1.8 Self-advocacy. St. George’s Department of the Psychiatry of Learning 
Disabilities, Tooting
6.1.9 Good Enough Parenting. Merton & Sutton Community (NHS) Trust
6.2 Conferences/Courses
6.2.1 Why Teams? The Role of the Psychologist. St. George’s Hospital Medical 
School, Tooting
6.2.2 Hospital Closures - Quality of Life Issues. St. George’s, Tooting
6.2.3 Foundation Course on Child Abuse. Merton & Sutton Community (NHS) 
Trust
6.2.4 Management of Challenging Behaviours. Psychology Department, Springûeld 
Hospital, Tooting
6.2.5 Conference on Parents with Learning DifGculties. Anne Craft, University 
Hospital, Nottingham
6.2.6 Concepts of Caring. Department of Psychology, Springfield Hospital, Tooting
6.2.7 Foundation Course in Family Therapy. Sutton Social Services
6.2.8 User and Carer Involvement. King’s College, London
6.2.9 Different Futures for Clinical Psychologists. CPCPD, Barnes Hospital
6.2.10 Working with Adults with Autism or Asperger’s Syndrome. Pat Howlin, 
Department of Psychology, St. George’s Hospital, Tooting
6.2.11 Working with People with Learning Disabilities who Offend. Pat Howlin, 
Department of Psychology, St. George’s Hospital, Tooting
6.2.12 From Clinical Effectivess to Health Outcomes. Merton & Sutton Community
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(NHS) Trust
6.2.13 The Leading Edge: Current Themes in Learning Disabilities. King’s College, 
London
6.2.14 Mental Health Law. Peter Edwards, Institute of Mental Health
6.2.15 Meeting Needs of Clients and Patients. Merton & Sutton Community (NHS) 
Trust
6.2.16 "Caught in the Act." Drama Group on Sexuality and People with a Learning 
Disability
6.2.17 Expert Testimony. Department of Psychology, Sutton Hospital, Sutton
6.2.18 Quality Improvement Conference. Merton & Sutton Community (NHS) Trust
6.2.19 Introduction to Word Processing. Merton & Sutton Community (NHS) Trust
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PART 2:
ACADEMIC AUDIT
16
A CRITICAL REVIEW OF GENTLE TEACHING AND ITS RELATIONSHIP 
WITH BEHAVIOUR MODIFICATION
The aim of this review is to examine the relationship between gentle teaching, a form 
of treatment advocated for those with a learning disability, and behaviour modification, 
historically one of the most influential methods employed in the care of this client 
group.
Gentle teaching (GT) has its origins in the work of Dr John McGee, an Associate 
Professor in psychiatry and behavioural sciences at Creighton University, Nebraska. 
This arose during his work in the 1970's in N.E. Brazil, where he came into close 
contact with slum dwellers, street children and prostitutes. McGee and Menolascino
(1991) advocate that "education and psychology need to reach out to those in pain, and 
that this act not only helps to liberate the other person, but frees those who are working 
with others". McGee and colleagues in the University of Nebraska, Canada, 
developed GT in the context of caring for/treating those people with a learning 
disability who display challenging behaviours.
GT is claimed to be not a form of treatment that is employed to stop challenging 
behaviours, but a process of dialogue, "a conversation in which we uplift the other ". 
It is described by McGee as an approach that teaches self-value and the warmth of 
human relationships. McGee (1990) stresses the importance of frequent and
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unconditional value-giving in interactional change. The individual receives this freely, 
whether his behaviour is adaptive or maladaptive. McGee also assumes that every 
individual has a longing for warmth and affection, and that bonding and 
interdependence will occur through gentleness, respect and solidarity. This 'posture 
of solidarity' means that the caregiver's words and actions convey warmth, acceptance 
and respect.
As can be seen from the above description, GT is a profound reaction against aversive 
procedures. This stance is constantly repeated in the writings of McGee, strongly 
criticising punishment techniques in behaviourist approaches. He states (1990) that 
the focus in behaviour modiAcation is to control the individual in order that he will 
comply with the demands of the caregiver. In GT this attitude must be replaced by 
value-centred caring where two-way mutual change is critical. Carers are not only 
expected to offer high frequency valuing, but also to elicit it. Brandon (1990) 
describes this process as "the self is offered gently - tolerance, warmth and affection 
are used in eliciting behaviour which is reciprocal and humanising".
Greg Crowhurst is Director and Linda Horsfall is Associate Trainer of Right Track 
Human Services Training and Development Facility in Rochester, Kent. This is an 
independent training organisation involved in developing GT. In their 1993 article they 
outline the main differences between GT and behaviour modiAcation (BM):
1 BM aims to change behaviour while GT aims to teach bonding and 
interdependence.
2 The focus in BM is to identify and decrease undesirable behaviour, whereas GT
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stresses the solidarity and interaction with the individual.
3 The strategies used in BM are contingent reward and aversive or non-aversive 
techniques, whereas GT uses uncontingent valuing and only non-aversive 
methods.
4 The outcome of BM is compliance and behavioural change, whereas GT aims 
for mutual liberation and the learning of the value of human relationships and 
bonding.
Both approaches use a large number of behaviourist practices as will be described 
below. These differences appear to stress the negative, restricted view of behaviour 
modiAcation and as such represent BM in a rather simplistic way. GT, on the other 
hand, is described in rather emotional language and on a 'higher’ plane, using all- 
enconq)assing but ill-deAned terms such as 'solidarity’. Some of the distincAons could 
be questioned, as although there appears to be quite a diAerent goal or intention stated, 
the methods used to reach this goal oAen show a high level of similarity.
McGee describes the process of GT as beginning with all the carer's interactions 
displaying unconditional valuing, preventive techniques being used when maladaptive 
behaviours are likely to occur and when they do happen, the central component of the 
carer's actions is re-direction. In other words, teaching responses that focus on 
rewarding rather than undesirable interactions. McGee advocates the use of well- 
documented non-aversive behavioural procedures, including errorless learning, task 
analysis, environmental management, prompting, fading, identiAcation of precursors 
to target behaviours, reduction of verbal and physical demands, choice-making,
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integration of other carers and peers into the relationship and the use of dialogue as an 
expression of unconditional valuing. The central diAerence, however, is that these 
methods are not used for ensuring compliance, but rather for establishing mutual 
relationships. Indeed, McGee claims that these techniques are meaningless without 
the humanising basis of GT philosophy.
In advancing the cause of GT, McGee's writings contain an excessive use of jargon, 
which attempts to portray a new, radical approach to challenging behaviour. The 
concepts are used in everyday language and it is not obvious if they are employed in 
exactly the same sense in GT, as clear deAnitions are not explicitly made. Bailey
(1992) states that the definiAon of GT aiming to teach bonding and interdependence 
does not define a procedure, but an outcome. The use of gentleness, respect and 
solidarity to achieve this, he argues, would result in low inter-observer reliability. 
This would happen because these terms are not clearly defined in terms of observable 
behaviours and so one person judging solidarity, for example, may use quite diAerent 
criteria Aom another observer. This is important Aom the viewpoint Aiat these 
concepts represent the fundamental basis of GT and so if it can not be agreed between 
judges that a high level of genAeness, respect and solidarity is being employed, in turn 
it can not be argued that GT is being implemented.
Although McGee admits to using behavioural techniques, he Aequently describes them 
in alternative ways and does not give them a standard 'behavioural' definition, thus 
implying that these are new meAiods, pioneered by GT. For example, Turnbull 
(1990) describes how GT carers are taught to ignore aggressive or self-iiqurious
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behaviour and engage the client in more constructive tasks which are then rewarded. 
This is equivalent to the behaviour modiAcation technique of 'ignore-redirect-reward' 
as cited in Favell, McGimsey & Schell (1982). Similarly, McGee recommends the 
ignoring of inappropriate behaviours and rewarding of appropriate behaviours through 
normal conversation. This technique is well described in Gold (1972) as the eAect of 
the human voice to assist learning. One of the responses recommended for pica 
(eating non-food substances) by GT is to shadow the person's hand movements and 
gradually make the environment more complex. The behaviourists' term of 'shaping ' 
adequately describes this technique, whereby new behaviours are rewarded as they 
gradually approach the target behaviour required.
Difficulties also arise as to the classiAcation or description of carers' behaviour. 
Mudford (1985) claims that GT is not devoid of punishment, in that it uses the term 
'interrupt' which is a form of brief restraint, whereby the client's actions are prevented 
Aom taking their natural course. Similarly, ignoring behaviour may be viewed as 
extinction (level I), but contingent tuming-away behaviour by the carer (termed 
'ignore' in GT literature) could be interpreted as time-out (level II punishment). These 
levels represent increasing degrees of 'intrusiveness’ as put forward by Mudford and 
discussed later. Turnbull (1990) also describes GT staA physically redAecting the 
client to the task as the blows begin to occur and Ands no diAerence in this technique 
Aom contingent restraint procedure used eAectively in behaviour modiAcation 
treatments (Hamilton, Stephens & Allen, 1967).
Similarly, the concept of 'bonding' is muddled. If carers deliver reinforcement, clients
21
will frequently display behaviours such as approaching, touching and smiling, thus 
carers will become conditioned reinforcers. The use of the term bonding only serves 
to label this process, not explain it. In addition, the term 'bonding' has even been 
dhoppwed in hdoCree's pzqper, vvhicli(:ahisirrk)<que%;ü()n its()rigirKiliise \falue. It 
is unclear hi CiT' v/hethier die terrns lioruiinj? ancl T/aluiiig are iisecl as eiqplaiiatioris or 
mereby descriptions. (15)92) zirgues thait tliese cxincxepts iruiy be intended as
explanatory, but that other behavioural explanations of the processes used are more 
powerful and better documented, such as stimulus control, modelling, positive practice 
and graduated exposure. These methods are proposed as explanatory alternatives to 
'bonding' and 'valuing'. Cuvo also suggests an alternative explanation for the 
importance of carers in that they should increase the rate of providing antecedent 
conditions which foster an increase of adaptive and a decrease of maladaptive 
behaviours. Nevin, Mandell & Atak (1983) coined the term 'behavioural momentum ' 
to describe such positive results which may form a more parsimonious explanation. 
In addition, the behaviourists Sulzer-Azaroff & Meyer (1991) recommend the general 
increase in levels of reinforcement in any setting to improve the rate of appropriate 
behaviours. This method stresses the importance of human reward without having to 
hypothesise about bonding or valuing.
GT repeatedly emphasises the need for 'mutual change', that is, both carer and client 
must change their behaviours, (the carer not only his behaviours, but also his basic 
attitudes towards the clients). This 'mutual change' process is difficult to understand, 
as the following quote shows (McGee & Menolascino, 1991): "It means transforming 
ourselves, what we represent, and how we express these new meanings to marginalised
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people...Reflecting on ourselves, we need to make sure that every move we make 
represents new meanings. This requires us to spend time with the other and be tolerant 
of disharmony. As we undergo change, we simultaneously help the other to 
accompany us. What had been violence becomes harmony. What had been aparmess 
and alienation becomes companionship and interdependence". Apart from time and 
effort, there is virtually no description of what the carer actually has to do in order to 
promote change in both himself and the client. It seems as if the process mysteriously 
unfolds over time to produce an almost 'magical' transformation. However, 
behaviour modification states that it clearly expects carers to change their behaviour, 
as it is extremely unlikely that the client will change his behaviour first. In addition, 
GT claims that it takes into account more than one behaviour at a time (indeed, it often 
states that it considers all behaviours at the same time, seeing the person as a whole 
and not as a set of behaviours), and that it explores environmental variables that are 
not solely proximal. However, Bailey (1992) quotes behaviour modification designs 
that are equally wide-ranging in their consideration of numbers of behaviours and 
stimuli both in the analysis of problems and the devising of their solutions.
The central theme running through the writings of GT is its opposition to aversive 
procedures and these are virtually always ascribed to behaviour modiAcation 
techniques. Brandon (1990) describes behaviour modification as stating that people are 
nothing more than crude sets of stimuli and responses, and that the goal of behaviour 
modification is compliance. McGee, Menolascino, Hobbs & Menousek (1987) likened 
the behavioural approach to deliberate torture and have described it as 'sinful' and 'the 
culture of death' in which the practitioner is 'omnipotent and omniscient'. GT claims
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that the goal of punishment is to produce 'fearful and oppressed people in a state of 
total humiliation'. Proponents of GT suggest that punishment techniques are 
widespread and the method of choice rather than as last resort. If all these criticisms 
were true, then it can be understood why GT is so strongly opposed to both behaviour 
modification and punishment in particular, but careful analysis of both these areas calls 
into question the honesty of GT and the basis for rejecting punishment.
Gardner (1989) revealed that there has been a significant decline in the use of 
punishment methods, including time-out. This is in direct opposition to GT's claims 
that punishment is commonly used. Behaviour therapists, too, are increasingly 
involved in the search for non-aversive techniques. Delprato (1981) describes 
constructional' approaches, whereby the aim is to reduce maladaptive behaviour but 
at the same time introduce and reward new, adaptive behaviours. The well tried and 
tested methods in behaviour modiAcation of differential reinforcement of alternative 
behaviour, the differential reinforcement of other behaviour, the differential 
reinforcement of low-rate behaviour, stimulus control and instructional control are all 
non-aversive in their characteristics and have the dual aim as in GT of increasing 
desirable behaviours and reducing undesirable behaviours.
Shapiro (1986) also describes alternative methods to punishment by the introduction 
of self-control techniques, whereby the client learns to manage his own behaviour. 
Although there has been limited research in the area of learning disabilities, other
methods have included cognitive therapy, relaxation and covert conditioning. All 
these methods explicitly recognise that individuals are more than just a set of stimuli
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and responses, but allow for thoughts, feelings, cognitions and self-awareness.
GT proponents seem to claim that they are the only ones to question and reject 
punishment procedures. However, Skinner (1953), probably considered by most as 
the originator of behaviourist approaches, asked the question 'does punishment work? ' 
He discussed the various negative effects and by-products of punishment and brought 
up the ethical dilemma of using punishment, suggesting alternatives that could be 
equally effective. It is, therefore, not necessary for GT supporters to malign 
behaviour analysis as a discipline or behaviour analysts as people (Cuvo, 1992). The 
assumption by GT is that behaviour modiAers do not have any moral or ethical stance 
towards their clients, but this is clearly not so. What may be more truthful is that 
those advocating behaviour modiAcation techniques do not present their value system 
openly, but concentrate on the scientiAc description and evaluation of their methods. 
There is no literature on behaviourists taking the opposite view of GT in terms of 
valuing their clients, wishing to improve their lifestyle and increase the dignity and 
respect accorded to them.
Mudford (1985) analyses the choice of available procedures as governed by two major 
principles:
i  teaching should be conducted in the Least Restrictive Environment
♦ techniques employed should conform to the doctrine of Least Intrusive
Treatment.
He suggests that types of behavioural interventions can be ranked into a hierarchy of 
intrusiveness:
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Level I: least intrusive (differential reinforcement strategies and
extinction)
Level II: non seclusionary time-out variations and response cost
Level ni: overcorrection, seclusionary time-out and physical punishers.
Furthermore, level I methods must be used before level II and only when it has been 
proved by the use of data that level I procedures did not work. Similarly, level III 
procedures should only be used after the failure of level H. Clearly, GT proposes that 
it is a set of level I techniques, excluding any form of punishment. Mudford argues 
that GT has nothing new to offer as regards treatment selection, as it is already 
encompassed in the non-aversive techniques of level I, that is, the least intrusive level.
Mudford also cites Foxx and Duffesne (1984) who reported on the positive effects of 
punishment, whereby severe long-term self-iiyurious behaviour was eliminated by 
time-out and mechanical restraints, yet results conArmed that 'bonding' was evident 
between the client and the carer, as deAned by the client showing positive behaviours 
towards his carer including smiling, laughing and approach behaviour.
Emerson (1990) states that it is naive to assume that all individuals receiving GT will 
perceive it as non-aversive, and describes clients whose motivation for self-injury is 
the desire to escape Aom contact with others. Even McGee (1985) in portraying the 
initial effects of GT, admits that the client may display behaviours strongly indicative 
of the wish to avoid being close to his carer (e .g. screaming, hitting, biting, kicking). 
However, the carer is advised to continue with GT and ignore these behaviours and 
Jones & McCaughey (1992) state that this is indistinguishable from 'the end justifying
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the means'.
McGee also stresses the characteristics of staff practising behaviour modiAcation as 
being overprotective, authoritarian and cold, without any basis in the literature. He 
describes the necessary qualities in GT carers as having a sense of humour, a sense of 
playful optimism and a Aexible approach. He claims that these are more important 
than their professional background, years of service or number of years experience in 
learning disability. However, these same attributes have been identiAed in the best 
behaviourists by Foxx (1985), when he talked about having a bizarre sense of humour, 
liking people, being optimistic and possessing a perceptive sensitivity. There is an 
inherent problem in advocating GT carers to show concurrently warmth, authenticity 
and genuineness in an aggressive interaction between client and carer. In these 
situations, it is unlikely that the carer will feel 'warmth' towards the client and yet if 
he is urged to show 'authenticity', this may result in displays of feelings contrary to 
'warmth'. At these times, then, the carer may have to choose between showing his 
true feelings and showing perhaps the more desirable alternative of warmth.
In his criticisms of behaviour modiAcation, McGee has been found to misquote and 
falsify research published by behaviourists in order to show them in a poor light. For 
example, he cites the practice of squirting ammonia in the person's face by Gross, 
Berier & Drabman (1982), whereas, in fact, this study describes the use of watermist. 
FalsiAcations such as this shed doubt on the accuracy of McGee's own claims and 
research.
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Throughout his attacks on behaviour modiAcation, McGee uses emotional language, 
likely to stir up reactions regardless of the basis on which his criticisms are made. 
These assaults would be far more useAil if they limited themselves to advocating the 
increase of resources for people with a learning disability and decrying the lack of 
staff, materials and training made available. In other words, the system in which 
people with a learning disability And themselves.
The usual method of refuting the claims of one procedure over another is to compare 
studies and outcomes in a scientiAc, rigorous way. Cuvo (1992) bemoans the lack of 
clear procedural guidelines in GT and until these are operationalised, GT's claims must 
be held in doubt. McGee himself states that GT carers must use the techniques not 
in a systematic way but by using their moment-to-moment judgements of their clients' 
behaviour. If the procedures are so Aexible, the question arises as to how it would 
be possible to replicate any studies, as each gentle teacher can clearly operate in an 
idiosyncratic manner based on his own personal assessments regarding the nature of 
the relationship with his client.
A further problem presents itself when analysing McGee's own description of his 
successes. Very basic methodological limitations are apparent, such as informal 
observaAons, descriptions or videos, no baseline or control conditions. Indeed, Bailey 
(1992) points out that GT researchers have chosen not to publish their work in the 
standard peer-reviewed journals and that not a single publication has appeared in any 
scientiAc journal.
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Conboy-Hill (1993), in describing how she uses GT in a community setting, admitted 
that procedures, goals and data rapidly became clouded and that outcomes did not 
always relate clearly to the issues raised at initial assessment. Yet she claims success 
for GT in her work, that it was easy to use and families and carers reported high 
satisfaction. This sort of 'research' can hardly be used as a reason for switching to 
GT, as it is unclear what the different carers were doing or what goals were achieved.
One of the few studies which compares GT with behaviour modiAcation, in this case, 
'facial screening' (where the face is momentarily covered when an inappropriate 
behaviour occurs), is reported by Jordan, Singh & Repp (1989). They found that 
facial screening was more successful than GT in reducing inappropriate behaviours and 
furthermore, that this method resulted in the same amount of 'bonding' as in GT, 
where bonding was defined as the staff's attempt to And an emotional tie between 
themselves and the client. McGee criticises this study in that the focus is on target 
behaviours. However, as previously stated, McGee's own work fails to make 
procedures replicable and so limits any serious scientiAc investigations of their 
efAcacy. If detailed speciAcations on interventions are not given, clearly it is not 
possible to attribute outcomes to certain procedures, and this calls into quesAon the 
claim that GT is successful.
Five other studies examining GT by those other than McGee were analysed by Jones 
& McCaughey (1992) and they found that in four of these GT was not successful and 
that in the remaining study mixed results were obtained. These publications refute 
McGee's claims of universal effecAveness and yet Jones & McCaughey proposed that
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GT would be found effective for some individuals but not for others.
Generally, at its core, GT's statements of valuing the individual and according him 
respect, are not at variance with behaviourists' views. GT further claims that all 
challenging behaviour is a form of communication gone awry. This rather simplistic 
explanation discounts other 'causes' of behaviour such as the desire to escape training 
or requests, medication side effects, physical problems or behaviours inherent in a 
particular syndrome. McGee et al. (1987) also believe, without reference to any 
supportive data, that people with a learning disability and challenging behaviour have 
experienced little or no 'bonding' for any number of personal, social or psychological 
reasons. This is, then, the basis for reward training, so that the individual can 
experience value and form human relationships.
In conclusion, GT, although it claims to be a philosophy and a 'humane' treatment, 
fails to offer itself to scientiAc study involving replication of research, clear 
methodology, staAsAcs and evaluation. Behaviour analysis, on Aie other hand, is not 
a philosophy but a set of techniques which can be tested openly and advances made as 
to the process by which they work or fail in order to reAne procedures to maximise 
their effectiveness. GT's rhetoric espousing positive approaches, when closely 
examined, fails to live up to its preaching. Its use remains unproven until it is able 
to oAer itself to scientiAc measurement and investigation. However, as Bailey (1992) 
states, "like hot apple pie, GT has an appeal that is hard, if not impossible, to resist".
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CRITICAL REVIEW OF THE AETIOLOGY OF AND TREATMENTS FOR
RUMINATION
Rumination, as deAned in the DSM-III-R, (American PsychiaAic Association, 1987) 
is "repeated regurgitation of food, with weight loss or failure to gain expected weight, 
developing after a period of normal functioning. Partially digested food is brought up 
into the mouth without nausea, retching, disgust or associated gasAointestinal disorder. 
The food is then ejected Aom the mouth or chewed and reswallowed". The ruminator 
also "gives the impression of gaining considerable saAsfaction Aom die activity". The 
ruminator typically displays high rates of ruminating immediately aAer a meal, which 
is then followed by decreasing rates over a period up to 60 minutes. This behaviour 
is usually induced voluntarily by stimulation using the Angers or thrusting tongue 
movements. It may be distinguished Aom vomiting which usually entails expelling 
relaAvely large quanAties of vomitus in one or a few regurgitations. A physiological 
basis must be eliminated before the diagnosis of rumination can be made. Medical 
disorders, emesis secondary to congenital anatomical defects and oral-motor 
dysfunctions must, therefore, be investigated first.
Although rumination may be observed in otherwise "normal" individuals (most 
Aequently in young children), it is most commonly found in people with learning 
disabilities who live in institutions. This has led Mayes, Humphrey, Handford and 
Mitchell (1988) to make a diAerenAal diagnosis between "psychogenic rumination" in 
developmentally normal infants and "self-stimulating rumination" in people with
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learning disabilities of any age. They argue that although there exist similarities in the 
sex ratio in the two types (approximately Ave times as many males as females), the age 
at onset of "psychogenic rumination" was early infancy, whereas in "self-stimulating 
rumination" onset varied between infancy and 21 years, with a mean of 6.8 years. In 
addition, although the authors admit that the evidence is rather speculative, they note 
that researchers of "psychogenic rumination" typically refer to the aetiology being 
disturbed mother-infant relationship, preceding the onset of rumination, (Kohlenberg, 
1970). However, in this single case study, the only indication that the mother-child 
interaction was distant was Aom hospital staA describing the mother holding the child 
on her knees "away Aom her body". This is clearly very limited evidence on which 
to base the aetiology of rumination. In conAast to this, "self-stimulating ruminaAon" 
may arise with warm, nurturing parents according to Mayes et al. (1988) based only 
as they state on the A "own experience" and the authors suggest that it is, rather, the 
individual's cogniAve impairment that predisposes him to self-stimulation as a source 
of pleasure. Observers make the inference that this behaviour is pleasurable, but the 
validity of this assumption is difAcult to ascertain if the subject has no verbal 
communication.
Estimates of the prevalence of rumination in people with a learning disability living in 
institutions have ranged Aom 6% (Singh, 1981) to 9.6% (Ball, Hendricksen and 
Clayton, 1974). Those with severe to profound learning disabilities are the most
likely individuals to exhibit this behaviour (Singh & Dawson, 1980). Studies of 
people with learning disabilities who live in a community seAing and who display this
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behaviour have not been carried out.
Although Young, Richter, Laurence, Bradley and Anderson (1987) report that 
rumination in adults is usually a medically benign condition, in children of normal 
intelligence the mortality rate has been estimated at 15 - 20% (Whitehead & Schuster, 
1985) as a duect consequence of dehydration, malnutrition or aspnation of regurgitated 
food. Other health problems resulting Aom rumination are weight loss, lowered 
resistance to disease and increases in tooth decay (Feldman, 1983). Perhaps equally 
serious are the social consequences of rumination, which mean that individuals are 
avoided because of then halitosis and generally foul smell. This limitation in social 
contact reduces the likelihood of normal social development and interaction.
The two main intervenAons applied to ruminators are medical and psychological. The 
medical approach is necessary initially in order to diagnose any physiological cause. 
This includes a careAil history, physical examination, laboratory, radiological and other 
tests, as well as a formal psychiaAic assessment. Rogers, SAaAon, Victor and 
Kennedy (1992) in describing the A study of chronic ruminators with a learning 
disabüity, reported very high prevalence rates of gastroesophageal abnormalities 
(91%). None of these individuals had previously been subjected to such rigorous 
physical investigations, possibly because of the discomfort or risk associated with 
them, but it could also be argued that medical care of this population has repeatedly 
been shown to be haphazard. However, it is clear Aom the A research that such 
exploraAons are necessary before decisions are made regarding either the diagnosis or
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the management/treatment of the rumination. Even if the Agures of physical 
abnormalities in this study are representaAve of other populations of ruminators, there 
still remains a signiAcant number of individuals for whom such abnormalities are 
neither a necessary nor sufAcient condition for the A rumination.
Pharmacological interventions are widespread in cases of secondary vomiting and 
rumination, (where the behaviour is attributable to an identiAed organic pathology). 
However, Feldman (1983) reports that they are more effective in preventing than 
treating vomiting. TheA use in functional rumination is not known, due to lack of 
research. TheA side effects, including jaundice, dizziness, constipation and weight 
gain may also mitigate against theA usefulness (Barbezat, 1981).
Where disorders such as gastroesophageal re Aux, hiatus hernia and intestinal 
obstructions have been diagnosed, surgery oAen reduces or eliminates rumination 
(Byrne, Euler, AshcraA, Nash, Seibert & Golladay, 1982). However, complicaAons 
can also arise Aom such surgical procedures and they carry with them a mortality rate 
of up to 15% (Pope, 1983). In addition, over the fohowing post-operative years, 
deterioration in the condition may be observed (Pope, 1983). Many of these 
complications are attributable to the operation itself rather than the condition. 
Therefore it is recommended that surgical interventions only be carried out when other 
less intrusive eAorts have failed.
In the psychiaAic and psychological literature, many theories abound regarding the
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aetiology of rumination. As mentioned before, abnormal parent-child interactions are 
typically cited as a major cause of rumination in children of normal intelligence. 
Parents, usually mothers, have been described as immature, mechanical and depressed 
(Fleisher, 1979). The concurrent evidence of maternal psychiatric disorders has also 
been noted, as well as severe familial sAess (Flanagan, 1977). Toister, Condrin, 
Worley and Arthur (1975) have emphasised the social environment and the aAention 
given to the ruminator which then reinforces and maintains the ruminative behaviour. 
Still others (Ball, Hendricksen & Clayton, 1974) have suggested that rumination in 
people with a learning disability is self-stimulatory, independent of social 
reinforcement (e.g. gustatory stimulation). However, in the absence of experimental 
support, all these theories remain unproven, though interesting.
Interventions carried out by psychiaAists for people with a learning disability and 
rumination are rare. The Aeatments focus on providing a warm, stimulating 
envAonment (Menking, Wagnitz, Burton, Coddington & Sotos, 1969), psychotherapy 
for the parents and/or the rumAiator (SteAi, Rausen & Blau, 1959) and parendng skills 
Aahnng (e.g. Ferholt & Provence, 1976). Unfortunately, due to methodological 
daws, clear Aeatment effects are not apparent. Typically the Aeatments are multiple- 
component packages, thus ruling out the individual contribution of each component to 
the outcome. Results are oAen given in anecdotal form with no baseline or subsequent 
measurements as Ai the study by Stein et al. (1959) where apparent emotional state of 
the patient was inferred Aom facial expressions and only anecdotal accounts of 
decreases in rumination. MenkAig et al. (1969) rely simply on global clinical
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impressions and fail to rule out the possibility that variables other than those in the 
Aeatment package may be responsible for the results. The validity and reliability are 
also questionable as seen in the study by Hopper & Pineau (1957). These authors 
found that rumination decreased whether mothers increased the amounts of aAention 
they gave or did not change the paAem of theA aAention-giving. The relevant factor 
implicated was developmental maturation.
The most popular class of interventions for rumination published in the literature are 
behavioural. Within this group, the most Aequently used method has been that of 
punishment. Azrin and Holz (1966) dedne punishment as a "stimulus change
occurring immediately aAer a response that has a weakening eAect upon future 
occurrences of that response” . Starin and Fuqua (1987) describe six distinct 
punishment procedures used in the treatment of rumination : electric shock, noxious 
tastes, contingent pinching, overcorrection, oral hygiene and contingent exercise.
ElecAic shock has been the most favoured Aeatment procedure and studies have 
reported that when administered contingent upon behaviours either antecedent to 
rumination or rumination itself or both, rates of rumination have rapidly decreased to 
zero or near zero (e.g. Watkins, 1972). However, numerous methodological 
inadequacies are apparent in these studies, including lack of baseline data, lack of 
conAol over sequence eAects and inconsistencies in observation intervals (e.g. Luckey, 
Watson & Musick, 1968). Ai addition, nearly all researchers faüed to test the 
generalisation of the Aeatment eAects outside the treatment seAing (e.g. Wright &
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Thalassinos, 1973). Limited information is available regarding the duration of the 
improvements, most researchers not reporting any follow-up, others only following up 
after one month and others up to one year. Although continued suppression was 
reported by Watkins (1972) three months after treatment, Kohlenberg (1970) found, 
on the conAary, that after one year rates of rumination returned to high levels. More 
seriously, contingencies for ruminative behaviour during follow-up are inadequately 
described or not even mentioned and this clearly would limit the maintenance of any 
gains as naturally occurring reinforcers for appropriate behaviour have not been built- 
in. The measurements of improvements have also varied in the literature. Sometime s 
anecdotal reports are made of negative side eAects, including "emotional" behaviour, 
hyperactivity, masturbation and self-injurious behaviours (e.g. White & Taylor, 1967). 
Concomitant gains have been reported, such as increases in weight, activity level, 
interaction with others and decreases in undesuable behaviour (Hamilton, 1982). 
However, legal and ethical considerations of using elecAic shock have meant that 
researchers and clinicians have become increasingly reluctant to use this method, 
particularly not as a Aeatment of choice, but rather as a last resort.
An alternative punishment, perhaps less objectionable than elecAic shock, has been that 
of noxious tastes. Typically, lemon juice, lime juice or tabasco sauce is squirted into 
the subject's mouth contingent upon rumination or rumination-inducing behaviour. 
None of these studies have reported zero rates of rumination, although most have 
described large decreases in that behaviour (e.g. O'Neil, White, King & Carek, 1979). 
One of the factors possibly implicated in the relative failures is that the duration of the
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Aeatment was too short, as the one study that achieved complete elimination of 
rumination (Marholin, Luiselli, Robinson & LoA, 1980) persisted for 25 days of 
treatment, far longer than the other studies. None of the studies explored 
generalisation and only two assessed maintenance. In these studies, the subjects were 
reported as being rumination-Aee up to nine months after Aeatment (Marholin et al., 
1980), but theA data consisted of only one data point per subject. The other study 
(Becker, Turner & Sajwaj, 1978) reported that eleven months aAer treatment, 
rumination levels had returned to baseline Aequencies, due to inconsistency on the part 
of famAy members in carrying out the Aeatment at home. Similar methodological 
weaknesses to those involving elecAic shock are apparent, including lack of baseline 
data (Marholin et al., 1980), low inter-observer reliabüity (Becker et al., 1978) and the 
use of other components in the treatment (Hogg, 1982).
One study (Minness, 1980) reported on the use of pinching the back of the subject's 
hand contingent upon a behaviour that was invariably followed by ruminating. This 
resulted in a quick decline to zero of rumination, but failed to generalise to other 
seAings unless the same Aeatment was carried out in those seAings. This could be 
interpreted as the "pincher" becoming a discriminant stimulus and therefore there 
would not be any expected generalisation. Follow-up data aAer ten weeks revealed 
that the behaviour had returned to baseline levels. However, no conclusions can be 
drawn as to the effectiveness of this method, as the study also involved the use of time- 
out and reinforcement for desirable hand use.
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Overcorrection is a procedure described by Foxx & Azrin (1972) whereby the 
individual restores those aspects of the environment that he has disturbed, broken, 
altered in a negative or inappropriate way to an improved state or repeatedly practises 
appropriate forms of responding (positive practice). In studies of rumination, the 
subject is requAed to clean up the area where they have vomited, change their clothes 
and practise correct forms of vomiting (rushing to a sink or toilet and bending over it). 
Two studies have achieved zero or near zero rates of rumination by this method, but 
both contain weaknesses. Azrin & Wesolowski (1975) implemented overcorrection 
while rates of rumination were still decreasing in a diAerent intervention phase, and 
Duker & Seys (1977) admiAed to the postponement and inconsistency of overcorrection 
if StaA were not available at the necessary time, and the use of several simultaneous 
treatment components.
Studies using oral hygiene have described its use whereby the subject's teeth are 
brushed for two minutes with a brush soaked in an oral antiseptic and wiping of the 
subject's lips with a cloth soaked Ai the same antiseptic, contAigent on rumination. 
Although Foxx, Snyder and Schroeder (1979) also used food satiation (to be discussed 
later), thus contaminating theA results, Singh, Manning and Angell (1982) carried out 
a rigorous study which showed near zero rates of rumination and the maintenance of 
these gains aAer six months. Side eAects reported included large increases in 
stereotyped behaviour.
Daniel (1982) investigated the eAects of contingent exercise whereby the subject was
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requAed to walk once round a Ave foot square each time he ruminated. Even though 
a quick decrease in rumination was reported, a DRO (diAerential reinforcement of 
other behaviours) schedule was also implemented on day one. Daniel also reports 
some evidence of vomiting outside the formal observation periods which casts doubt 
on this treatment's efAcacy.
Researchers have lately begun to focus more aAention on alternatives to punishment 
and four main interventions have been explored : extinction, diAerential reinforcement 
of other behaviours (DRO), diAerential reinforcement of incompatible behaviours
(DRI) and food satiation.
In extinction studies, the reinforcement maintaining the behaviour is isolated and then 
withheld. When DRO is employed, a reinforcer is delivered if the subject fails to 
display rumination during a speciAc period (e.g. 30 seconds). This time is initially 
very short and is gradually extended as runnnation rates decrease. DRI is sinnlar to 
DRO but reinforcement is given for behaviours that are incompaAble with rumination 
(e.g. having dry hands where the subject reliably induces rumination by puAing his 
hands into his mouth).
Methodological weaknesses abound in these studies and are Aequendy the same as 
those in studies using punishment. For example, baseline rates are sometimes not 
given (e.g. Wolf, Bimbrauer, WAliams & Lawler, 1970), mulA component Aeatments 
are implemented (e.g. O'Neil et al., 1979) and inadequacies of maintenance reports
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including anecdotal evidence (e.g. Wolf et al., 1965). In addition, reports of increases 
in both desired and nndesired other behaviours are noted (e.g. Mulick, Schroeder & 
Rojahn, 1980). One conclusion that can be drawn is that subjects who display many 
undesirable behaviours at the start of Aeatment in a DRO design, may receive 
reinforcement for those behaviours even though rumination did not occur and it would, 
therefore, be expected that these, albeit unwiAingly, targeted behaviours would 
increase. It would be preferable in these cases for a DRI schedule to be implemented.
Studies of food satiation interventions have consistently shown large and reliable 
reductions in both the Aequency and duration of rumination. These studies have also 
been notable for theA objective, scientiAc reporting, avoiding the numerous Aaws 
outlined in the reports described above. Satiation Aivolves the subject being oAered 
an unlimited supply of food at mealtimes until he refuses any more. This may result 
in increases in food intake of up to eight times and in addition snacks are made 
available between meals. Clearly, such a procedure may result in excessive weight 
gain, but for individuals who are severely imderweight this may not present a problem. 
Lobato, Carlson and Barrera (1986) have shown that satiation using low calorie foods 
still has a dramatic eAect on rumination, but without undue weight gain. Rast, 
Johnston & Drum (1984) found that the relationship between amounts of food 
consumed and levels of rumination varied directly and that the amount of food 
consumed at one meal inAuenced the Aequency of rununating at the following meal, 
in that the more was eaten, the less rumination occurred at the next meal. Yang 
(1988) described a satiation procedure similar to those above, but with fading
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incorporated, thus meals became gradually closer to normal portion sizes, but without 
concomitant increases in rumination. Rast, Johnston, Lubin and Ellinger-Allen 
(1988) also found that pre-meal chewing resulted in consistent, though not dramatic, 
reductions in rumination.
These results Aom food satiation studies are valuable also in that they may provide a 
partial explanation for the aetiology and maintenance of rumination. It is suggested 
by Johnston & Greene (1992) that ruminative behaviour may be maintained by sensory 
reinforcers involving oropharyngeal and oesophageal stimulation and that a satiation 
procedure provides an alternative means for the production of these stimuli. Rast et 
al. (1988) propose that alternative ways of increasing oral stimuli should be explored, 
such as Aaining slower eating, more chews per bite, avoiding pureed food, using 
smaller spoons and providing postmeal chewing opportunities (e.g. gum or sweets).
In conclusion, the literature on rumination summarised points to the need for Aiture 
research that is rigorous and methodologically sound. Accurate and reliable baseline 
recordings of rumination and other relevant behaviours are necessary, multicomponent 
packages should be avoided, but each component's eAectiveness should be measured 
individually. It must be recognised, however, that scientiAc purity is exAemely 
difAcult to achieve in a clinical seAing, but that, nevertheless, it should be possible to 
vary the individual components incorporated in a Aeatment package in a systematic 
way. Only by doing this can the most effective components be idenAAed and retained, 
whilst at the same time enabling less use Ail or unnecessary elements to be abandoned.
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More aAention needs to be focused on generalisation Aom the treatment seAing to 
naturalistic seAings, and importance should be attached to the maintenance of reduced 
rumination and its mechanisms, as at present it is poorly understood (Luiselli, 
MedeAos, Jasinowski, Smith & Camerson, 1994). In addition, more relevant 
dependent variables should be measured, not simply levels of runnnation or weight 
gain, but the equally noteworthy area of social interaction and development of adaptive 
skAls as a result of greater approachability of the subjects. One of the factors that may 
have been overlooked in this area of research, is the amount of staff aAention that is 
directed towards the subject during interventions. It is important to conAol for this 
when any Aeatment is implemented as the eAects may otherwise be coiAbunded.
Recognition of the need to choose the method that is least intrusive or resAictive has 
resulted in widespread interest in the nuAitional and mechanical management of 
rumination, especially in satiation studies. The question is still largely unanswered 
as to why this Aeatment is so success Ail. It may be that individuals who ruminate 
simply do not receive enough food to eat in an institutionalised seAing, or it may be 
that sizeable amounts of high calorie A)od make it harder or less pleasant to ruminate. 
Systematic study of the separate factors involved in satiation may lead to some 
important discoveries. The advantages, meanwhAe, of this method are clearly those 
that ensure it will be carried out by staA, as it is an easy, non-intensive, acceptable 
approach to this problem.
Throughout the research on rumination, the common method is the single case study.
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This has led to a difficulty of understanding the interaction of client and treatment, 
particularly when similar methods have produced varying results. Future research 
needs to address this issue of which clients are most likely to benefit from which 
treatment.
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A CRITICAL REVIEW OF THE CLASSIFICATION OF AND 
TREATMENTS FOR PICA
Ambrose Paré, the sixteenth century French surgeon, flrst coined the term pica Aom 
the Latin word 'pica' for magpie, a bird well-known for stealing objects commonly 
regarded as non-food substances. The tenth edition of International ClassiAcation of 
Diseases defines 'pica' as "persistent eating of non-nutritive substances occurring as 
one of many symptoms that are part of a more widespread psychiaAic disorder or 
occurring as a relatively isolated psychopathological behaviour." (W.H.O., 1992). 
Other authors have extended the deAnition to include the compulsive and excessive 
eating of either food or non-food items (Crosby, 1971). Some even include the 
compulsive mouthing and sucking of objects (past infancy) as pica (Lourie, 1963).
Certain picas have then own distinct name: geophagia (earth eating), coprophagia 
(faeces eating) and tobaccophagia (tobacco eating). Other substances eaten include 
cloth, crayons, glass, metal, needles, paint, paper, plaster and putty, although this is
obviously not an exhaustive list (Feldman, 1986).
The prevalence of pica in the general population is difAcult to determine, but has been 
found in all socioeconomic levels, in both sexes and at all ages (Prince, 1989), but the 
majority of cases involve people with a learning disability (Singh & Winton, 1984).
Prevalence rates have been found to reach 26% in institutions for people with a 
learning disability (Danford & Huber, 1982) and to be more Aequently associated with
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severe rather than mild learning disability (McAlpine & Singh, 1986). Personality 
characteristics of pica sufferers with a learning disability living in a hospital seAing 
suggest the less aggressive and destructive dimension, coupled with adaptability 
(Tewari, Krishnan, Valsalan & Roy, 1995), but due to the small numbers in this 
survey, this remains to be explored further. In addition, these authors do not deAne 
these characteristics and admit they were not tested for validity or reliability, but were 
"more in the nature of a clinical checklist than a research instrument". Indeed, Singhi 
& Singhi (1982) found that older children and adolescents with a learning disability are 
more likely to display aggression, tantrums and property destruction.
Pica has direct, Aequently severe, consequences on the subject's health, related to the 
type and amount of ingested substances. The individual may have to undergo repeated 
surgical operations for removal of objects, (Ausman, Ball & Alexander, 1974), suffer 
lead poisoning (Bicknell, 1975), bowel and abdominal obstrucAon (Kolandwelu, 1979), 
anaemia (Leming, Reed & Martelo, 1981), intestinal parasites (Foxx & Martin, 1975), 
as well as death (Leventhal & Gimmon, 1978).
Parry-Jones and Parry-Jones (1992, 1994) give a detailed historical perspecAve of pica, 
dating Aom two thousand years ago in Greek and Roman times. In England, early 
references by Gale (1563) described pregnant women and young children eating coal. 
From the 17th to the early 20th century the main pica-prone populations were seen as 
pregnant women, chlorotic gAls, young children and people with a learning disability. 
A preponderance of females suAered this condition and in adolescent ghls of average
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intelligence it was Aequently accompanied by chlorosis, with its characteristic pallor 
and Aon deAciency. The authors draw aAention to the overlap of this form of pica 
with anorexia nervosa, whereby girls restrict their diet, select abnormal foods, show 
aversion to normal foods and Aequently consume non-nutritive or, more importantly, 
low calorie foods. The widely accepted cure in the 18th century was seen as a happy 
marriage. The authors also point out the occasional overlap with bulimia where the 
pica results in ingesting excessive amounts of a certain food. Marchi and Cohen 
(1990), in their study of early childhood eating paAerns and adolescent eating 
disorders, suggest that the risks of developing bulimia nervosa in adolescence are 
increased when preceded by pica in childhood, although the mechanism is not clearly 
understood. Even as early as 1780, Cullen grouped pica with bulimia, believing that 
both were merely types of aberrant appetite, pica representing abnormal quality of food 
and bulimia abnormal quantity.
The purpose of presentAig the historical background of pica has been for Parry-Jones 
and Parry-Jones to question the status of pica as that of a distinct eating disorder 
as in DSM-UI-R (American PsychiaAic Association, 1987) rather than merely a 
symptom. Historically, pica was not considered as a separate disorder, but either as 
co-existing in conditions including pregnancy, mental disorder and learning disability 
or as a symptom in a variety of somatic disorders including chlorosis and worm 
infestation. More recently, it has been suggested that it is a symptom of emotional 
deprivation, a form of regressive behaviour and, sometimes, a sign of anaemia. In 
addition, it can occur symptomatically in cases of both anorexia and bulimia. The
54
authors, therefore, inclme to the view that it is more valid to recognise pica as a 
symptom complex rather than as an independent eating disorder. Furthermore, they 
criticise the statements made in the classiAcation which refer to the lack of informaAon 
regarding familial paAerns, as the authors found evidence of consecutive mother-child 
and multiple-sibling pica in cases of chlorotic pica. DSM-HI-R also claims that there 
are no regularly associated feaAires, but iron deAciency has repeatedly been found in 
these cases. From die authors' account, pica used to be much more common Aom the 
16th to the 19th century than nowadays, with a wider age range aAected and a large 
preponderance of females. However, the problems of historical epidennology throw 
some doubt on the reliability of this data. Pica is now seen mostly in infants and 
young children Aom the lower socioecononAc groups, if pregnancy and learning 
disability are excluded, according to Parry-Jones and Parry-Jones. The two adult 
populations that remain constant in being affected by pica are pregnant women and 
people with a learning disability. The additional form of pica seen throughout the pas t 
thirty years is that of a craving for particular foods and this disorder is stUl not 
incorporated into current classiAcation systems.
One presentation of pica that has occurred regularly Airough Aie generations in certain 
cultures is that of geophagia (earth eating). It is apparently non-pathological and has 
been reported in all continents of the world. Von Humboldt, a German explorer in 
the early 1800's, described the practice of the OAomacs in the Upper Orinoco of 
eating large quantities of earth to reduce AieA hunger when other sources of food were 
unavailable (von Humboldt, 1907). This culturally accepted and benign form of pica
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persists in some regions of the world to the present day (Hunter & de Kleine, 1984).
Accounts of socially acceptable pica, as in geophagia, have given rise to possible clues 
as to its etiology. One group of theorists propose nuAitional hypotheses, following 
Andings that pica is Aequently associated with nutritional deAciencies, especially zinc 
and Aon (Crosby, 1976). However, there is disagreement regarding whether anaemia 
causes pica or vice versa, as when two factors coexist, there is the problem of deciding 
which comes fAst. Cooper (1957) argues that pica represents an individual's eAorts 
to re-establish homeostasis and claims that the increased incidence of pica in times of 
rapid growth (childhood and pregnancy) is suggestive of an internal knowledge that 
recognises when extra body-building substances are needed. Danford (1982) draws 
the analogy with animals which have been known to seek out sodium, calcium and 
other minerals and vitamins in response to particular nutritional needs. These items 
were found in natural foods, mineral licks or even the animals' own faeces. Read and 
Harrington (1981) reported that coprophagia (faeces eating) in rats, dogs or mice 
varied dAectly with deAcient diets and reduced the symptoms of the deAciency. 
However, when Aon supplements are given to humans displaying pica, this does not 
always eliminate the pica (Leming et al., 1981) and in some individuals haemoglobin 
levels may aAeady be normal. In addition, most individuals who display pica choose 
substances with no nutritional value, thus indicating, perhaps, a more fundamental 
nonspeciAc appetite dysfunction (von BonsdorA, 1977).
Other nuAitional theorists (e.g. Halsted, 1968) suggest, instead, that pica causes the
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anaemia. This is possible, particularly in geophagia, as large quantities of clay may 
prevent absorption of Aon and zinc and thus lead to anaemia. When pica occurs in 
the absence of anaemia, other causes for this disorder must be found. The families 
of children of average intelligence with pica have been studied by Grivetti, Gutelius, 
Millican, Layman, Cohen and Dublin (1962) and found to suAer emotional problems, 
while Lourie (1963) reported evidence of personality disturbances in the mother. 
Prasad, Halsted and Nadim (1961) describe the characteristics of families with a 
heightened risk of having a child with pica to include the occurrence of child beating, 
neglect and deprivation, as well as separation Aom either parent. The above studies, 
however, fail to unravel cause and eAect, as they are unable to describe the families 
prior to the occurrence of pica.
Psychodynamic theorists have proposed that pica is associated with habits of 'orality', 
such as thumbsucking and boAle feeding into chAdhood (Koptagel & Reimann, 1973), 
but hard evidence is lackAig. Bicknell (1975) aAempted to reconcAe the above 
theories and described the disorder as multifactorial, with envAonmental, 
psychodynamic and developmental features. He claimed, furthermore, that behaviour 
problems such as aggression, haA pulling and scratching, found by other researchers, 
predated the onset of pica. In general, however, there is no consensus on whether 
there is a relationship between the cause of pica and the type of person aAected, be 
they children, adults, men or women, with either average intelligence or a learning 
disability.
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Given the predominance of behavioural treatments as outlined later on, it is surprising 
therefore, that there is a relative lack of behavioural theories to account for pica. The 
following explanations all relate to people with a learning disability. Madden, Russo 
and Cataldo (1980b) refer to the lack of a stimulating environment and Favell, 
McGimsey and Schell (1982) extend this by proposing that pica is a learned behaviour 
that is maintained by gustatory and other forms of sensory reinforcement. By 
manipulating antecedent and consequent stimuli, therefore, it should be possible to 
affect the pica behaviour, as it is seen as being maintained by envAonmental 
contingencies. Other researchers (e.g. Johnson, Hunt & Siebert, 1994) suggest that 
the individual who displays pica may not have learned sufficiently to discriminate 
between food and non-food items, although they do not state how this has arisen. 
Their efforts to reduce pica, therefore, rely on discrimination training, in order to 
rectify this faulty learning.
Treatment approaches referred to in the literature described below relate to individuals 
with a learning disabüity. Medical interventions, includAig surgery and the use of 
laxatives to flush out ingested substances, may serve to relieve the physical pain and 
discomfort of pica, but researchers have consistently found that these methods have 
liAle, if any, sustained eAect on the suppression of pica (Harrison, 1980).
Behavioural techniques form the overwhelming treatment of choice, but within this 
group are a wide variety of methods, many resulting in inconsistent findings. The 
intervention chosen may depend on the severity and speciAcity of pica, as well as the
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presence of other aggressive or self-injurious behaviours. Axelrod (1987) suggests 
that even when functional analyses are carried out, punishment procedures (as detailed 
below) may sAll be the intervention of choice and it would appear that the maj ority of 
treatments reported in the literature incorporate some level of punishment. Iwata 
(1991) found that even when functional analyses are conducted, the A results may be 
equivocal or suggestive of the behaviour being maintained by automatic or internal 
stimuli and that where pica is life threatening, punishment procedures which rapidly 
reduce pica should be considered more favourably.
Perhaps the most restrictive treatment for pica is that of self-protection devices, applied 
to both adults and children. Various forms have been used, including mesh bags or 
jackets which restrain the arms, and fencing helmets that prevent objects Aom being 
placed Al the mouth. Ausman et al. (1974) found that such a device resulted in zero 
rates of pica during the last 29 days of Aeatment, but do not report fbllow-up findings. 
Similar success was reported by Rojahan, Schroeder and Mulick (1980) but the 
concomitant consequences were particularly worrying and may have outweighed the 
apparent success. These included a decrease in appropriate behaviours of work, play 
and social interaction, an increase in searching and picking behaviours (commonly 
preceding pica) and an increase in stereotypy.
Physical resAaint has been a popular method to treat pica. This usually involves the 
removal of the pica object and the subject's arms to be held down or behind theA 
backs. The length of time varies Aom a brief three seconds to thirty seconds and
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sometimes a verbal reprimand of "no" accompanies the restraint. Fairly consistent 
results have been reported with chAdren where zero rates of pica were claimed by 
Bucher, Reykdal and Albin (1976) when the restraint was made contingent upon the 
antecedent behaviour of picking up rubbish. However, some studies have failed to 
show any generalisation Aom the treatment seAing (Singh & Bakker, 1984) and some 
have not demonstrated experimental control, as baselines were stAl being established 
when resAaint was inAoduced (Winton & Smgh, 1983).
Other aversive methods used less Aequently have included spraying water mist into the 
subject's face, crushing an ammonia capsule under the subject's nose and squirting 
lemon juice into the subject's mouth. Rojahan, McGonigle, Curcio and Dixon (1987) 
reported quick suppression of pica usmg the first two methods aAer four sessions, but 
did not report on any long term follow-up. Paisey and Whitney's (1989) results, 
however, are difAcult to interpret, as stable baselines were not obtained and 
measurement of the occurrence of pica was rather lAnited.
Overcorrection, a technique which aims to teach correct behaviours through 
exaggerated practice, has generally included one or more of the following: oral hygiene 
(by brushing the teeth in a nAldly asAingent solution), personal hygiene (by washing 
the hands, face or other affected parts of the body) and tidying (the immediate area and 
emptying rubbish bins). Generally, successful results have been reported (e.g. Foxx 
& Martin, 1975). Interestingly, in this study, overcorrection which was applied firsAy 
to coprophagy and then pica of other substances resulted in sequential decreases in
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each behaviour, so that although it might be considered that these behaviours are very 
similar, the effects did not generalise Aom one substance to another. Matson, Stephens 
and Smith (1978) point to the need for continued use of overcorrection to maintain 
treatment eAects, as they found that when overcorrection lapsed, having achieved zero 
rates of pica, three months later the behaviour had returned to its former rate.
Non-aversive methods have typically employed diAerential reinforcement, either of 
lower rates of pica (DRL), any behaviour other than pica (DRO), or behaviour 
incompatible with pica (DRI). Frazer (1989) reported reduced pica by applying edible 
reinforcers on a one minute schedule contingent upon the non-occurrence of pica, but 
found that a Ave minute schedule failed to reduce the pica. Other researchers have 
found similar results (e.g. Donnelly & Olczak, 1990), but one of the confounding 
results is that the time taken to deliver the reinforcer directly reduces the time avaüable 
for the subject to engage in pica. Some researchers have opted for discrimination 
training, whereby the subject is dAectly taught the diAerence between food and non­
food items. Madden et al. (1980a) describe this method, but found that Ai some 
individuals DRO and overcorrection were needed as well Ai order to reduce pica to 
zero rates. These same authors also investigated the envAonmental stimuli associated 
with pica (Madden et al., 1980b). They found that rates of pica were higher Ai 
unstAnulating seAAigs. Favell et al. (1982) reduced rates of self-Ayury by AiAoducing 
toys and activities, but this resulted in higher rates of chewing behaviour and pica. 
Only when reAAbrcement in the form of drinks and edibles was given for appropriate 
playing, did pica decrease, although not disappear. The authors concluded that the
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reinforcement chosen should provide a sensory match with the inappropriate behaviour, 
so that while providing similar sensations as the inappropriate, pica behaviour, the new 
behaviour was deemed appropriate and acceptable. Studies which include diAerential 
reinforcement tend, therefore, to produce reductions in pica, but not total suppression 
and as such may not be adequate Aeatments, especially where the pica is life- 
threatening. The choice which has to be made requAes, therefore, a careful balance 
between ethical considerations (that is, the possible use of aversive techniques) and a 
desire to promote a significant increase in the quality of life which may occur more 
slowly if non-aversive methods are chosen.
The Aeatments described above have diAerent levels of impact, both on the subject and 
the staff and Ai terms of theA eAectiveness. The self protection devices, although 
proved to be highly successhil, fad to oAer respect and dignity to the client and staA, 
too, are likely to resist their use (Foxx & Martin, 1975). The easiest and least time- 
consuming successful Aeatment would appear to be brief physical resAaAit, whereas 
overcorrection and diAerential reinforcement place high demands on staA time.
Due to the possible serious health risks associated with pica, several researchers have 
adopted a more inclusive definition of pica, to incorporate the antecedent behaviours 
of picking up non-food items and placing them on or near the lips and mouth. Thus, 
interventions have been applied before the actual pica behaviour has occurred (e.g.
Paniagua, Braverman & Capriotti, 1986) and this seems reasonable where such 
behaviours are a reliable indicator that pica will follow, although not all researchers
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have found such a connection.
One of the difficulties in comparing results across studies by diAerent authors is the 
way that data on the Aequency of pica is collected. Some authors used event 
recording, that is, noting when each pica event occurred, but Foxx and Martin (1975) 
counted these events by examining the subject aAer each AAeen minute interval for 
signs of pica. This clearly has limitations, as that AAeen minute period could have 
included one or many pica events and some pica materials may leave no evidence on 
the subject. In addition, some reports using percentage of intervals in which pica 
occurred, do not show whether the application of Aeatments were included in those 
periods. This, in itself, would serve to limit the time available for occurrence of pica.
Many of the studies reported had methodological shortcomings, some of which have 
already been referred to above. The designs of some of the studies have included 
alternating Aeatments, but none reported reliability data on the procedures used in the 
treatments. Some reports describe packages of Aeatments, both aversive and non- 
aversive, which confounds the efAcacy of any component. For example, Stanley and 
Glenn (1989) state that "although Josh's responses to the various program components 
can only be reported anecdotally, the information is believed to have clinical 
signiAcance. " They add that "the formation of trusting relationships was critical to 
the eAectiveness of the overall program", but oAer no evidence except descriptions of 
" meaningful contacts,... acceptance... and encouragement. " However, other authors 
have constructed careful comparisons of diAerent Aeatments, (e.g. Singh & Bakker,
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1984) which enable clinicians to make more informed choices when deciding on the 
most appropriate Aeatment.
When pica is known to have serious harmful eAects, it is difficult to obtain measures 
of pica during baseline and Aeatment conditions which do not place the subject at risk. 
Some authors, therefore, have curtailed the length of the baseline or intervened before 
the pica object is ingested (e.g. Matson et al., 1978). This can lead to a difAculty in 
interpreting the results, as the early intervention in the baseline phase may have direct 
consequences on the Aequency of the behaviour. One novel approach to this problem 
has been that of providing placebo materials, which do not cause any physical harm if 
eaten (e.g. Madden et al., 1980a). This enables more accurate measurements of 
Aequency to be made within a safe envAonment. However, in Donnelly & Olczak's 
(1990) experAnents, one subject rapidly ceased in engagAig in pica when bogus 
cigareAes were available and sAirted pacAig, whining and examAAng the material. 
TheA interpretation was that she could discrAnAiate between the bogus object and the 
real one and therefore this method may only be useAil for Aidividuals without this level 
of ability.
One possible reason for Aiconsistent results for the same AeaAnent may be that the 
punisher or reinforcer is not chosen speciAcally for its eAectiveness for a particular 
individual. Fisher, Piazza, Bowman, Hagopian, Owens & SlevAi, (1992) describe a 
detailed and systematic approach to identify potent reinforcers and punishers for a 
subject. These are then used in a Aeatment package to reinforce appropriate eating
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behaviour and punish pica. They claim dramatic success and give evidence that brief 
exposures to aversive stimuli in the assessment phase reduced the total number of such 
exposures in the Aeatment phase. They also reported minimal side eAects of 
punishment, including avoidance movements and/or negative vocalisations, and that 
any disAess caused to the subjects was short-lived and limited to the Aeatment session. 
A further element in theA study was to ensure that treatments were carried out in more 
than one seAing, thus increasing the eAects of generalisation.
Virtually all of the studies reviewed oAer lAnited follow-up data, for example SAigh 
and Winton (1985) repoAed zero levels of pica only aAer more than one week. 
Several authors, Aistead, point to the need for contAiuous, rather than tAne-limited 
Aiterventions (e.g. Stanley & Glenn, 1989) and others refer to the need to maAitain a 
relatively safe envAonment, where small or sharp objects are not avaüable (Fisher, 
Piazza, Bowman, Hagopian, Owens & Slevin, 1992). The conclusion is that pica is 
a condition which can be managed but not cured and so services need to build Ai the 
management in perpetuity. A this lapses, then the individual is likely to resort to type. 
ArtiAcial, carefully conAolled envAonments, therefore, are needed for these 
Aidividuals. A more general need is an enriched, stAnulatAig envAonment, where staff 
interact closely with theA clients, as this has been found to be associated with lower 
rates of pica (Mace & Knight, 1986). Tewari et al. (1995) also recommend that staA 
should be discouraged Aom smoking, thus reducing the chance for clients to develop 
tobaccophagia. They point out that such behaviour then has an addictive component, 
which would need to be addressed in any Aeatment package.
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The evidence supports the contention that pica can be reduced or eliminated by 
behavioural interventions. Punishment methods achieve the speediest results, but most 
authors recommend the initial use of non-aversive methods flrst and only to proceed 
with aversive methods when those have failed. The lack of long-term research means 
that it is uncertain whether non-aversive treatments lead to success which is more 
readily maintained, even though progress may not be as fast initially as with aversive 
methods. Such an issue remains a fruitful area for research and could usefully 
compare both the speed of success and how building in maintenance contingencies 
diAers according to whether aversive or non-aversive Aeatments are employed.
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PART 3:
CLINICAL AUDIT
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1 INTRODUCTION
The sexuality of people with a learning disability has always been a contentious issue, 
evoking strong emotions and arguments regarding all of its many aspects. Fears and 
rrgrths al)oiuidre:jgar(ihig theswsxuality ()f]peo]ple widi a ksarrung diszdbihty aund tbiese are 
often contradictory, although they tend to have as their base the need to keep the 
boundaries clear between the general population and those with a learning disability. 
Brown (1994) describes the 'degeneracy' models, which emphasise the need for the 
public to be protected from oversexed, perverted people with a learning disability. 
Myths which support this model include the behef that people with a learning disability 
have a higher sex drive and are more promiscuous than people without a learning 
disability. Such beliefs have guided institutions to create single sex wards or units in 
order to reduce the integration of the two sexes and so avoid unacceptable sexual 
behaviour. In addition, the belief that sterilisation reduces the sex drive in people with 
learning disabilities has, in the past, fostered this as the method of choice in terms of 
contraception (Craft & Craft, 1983).
This is in opposition to the 'innocence' models which view the person with a learning 
disability as being asexual and innocent, and therefore requiring protection from 
supposedly predatory members of the public. This is particularly noticeable where 
people with a severe learning disability are concerned, as this group is frequently seen
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as not possessing any degree of sexual desire. For people with a mild learning 
disability, however, their lack of abilities leads to the assumption that if they have 
children they will be inadequate parents and should, therefore, be prevented from 
having this experience. In the former case, sex education is presumed to lead to even 
more unacceptable sexual behaviour, whereas in the latter case it would also be seen 
as harmful, as it would lead to the individuals losing their child-like asexuality and 
innocence.
The eugenics movement at the beginning of the twentieth century, based upon its 
belief that 'propagation of the unfit' would lead to a steady deterioration of the 
'national gene pool', was one of the main factors that directly led to the 
institutionalisation and segregation of people with a learning disability (Craft, 1994). 
This population was then subject to extreme prohibition of sexual activity and 
sterilisation was actively encouraged in many of the States of America, in particular. 
However, more recent research on genetic and chromosomal disorders has shown that 
genetic causes account for only 15% of all diagnoses of learning disability (Omenn,
1978). In addition, research has countered the claim that 'moral defectiveness' is 
genetically inherited, instead, moral perspectives are seen as learned behaviours, 
depending on cultural, social and family influences (Kohlberg & Zigler, 1967).
The normalisation movement, however, has shifted the emphasis from the control and 
segregation of people with a learning disability to the promotion of personal ftdfilment, 
self-determination and the development of sociosexual skills (Chapman & Pitceathly, 
1985). However, the beliefs and taboos regarding sexuality in this group are so well
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entrenched that society continues to hold negative attitudes towards the freer sexual 
expression espoused by professionals and the individuals themselves (de la Cruz & La 
Veck, 1973).
Sexuality can be defined as the integration of physical, emotional, intellectual and 
psychological aspects of an individual's personality which express maleness or 
femaleness (Chipouras, Cornelius, Daniels & Makas, 1979). Sexuality is, therefore, 
a part of our identity and is expressed in all daily activities (Robinson & Skinner,
1985). Sexuality encompasses many activities, not merely those which lead to sexual 
intercourse and all people, whether they have a learning disability or not, are sexual 
beings (Kempton & Caparulo, 1983). Thus, people with a learning disability 
experience sexual drives and behaviours, form close relationships, display a variety of 
sexual activities, whether solitary or in contact with another person and are capable of 
reproduction. However, Boyle (1993) points out that much general discussion on 
sexuality concentrates on performance and function/dysfunction and that this focuses 
on deficits. The aim of interventions tends to be, therefore, to help an individual 
improve his/her performance and so maximise his/her potential. In the learning 
disability population, positive sexual growth is frequently denied and sexual behaviours 
are only confronted when they pose problems or a threat, either within their residential 
setting or to the wider public. Simonds (1980) found that caregivers and parents of 
adolescents with a learning disability showed greater concern regarding their sexuality, 
as assessed by self-report questionnaires, than did parents of adolescents of average 
intelligence. This reflects their greater worries about exploitation, unwanted
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pregnancies and sexually transmitted diseases. This suggests that adolescents with a 
learning disability are less aware and have less understanding regarding sexual 
behaviours and are, therefore, more vulnerable.
Some studies have been carried out on the types of sexual expression present in those 
people with a learning disability residing in institutions. Mulhem (1975) reported that 
caregivers described eleven different sexual activities ranging from kissing to 
masturbation and homosexuality, and that between 48% and 89% of the residents 
engaged in these various behaviours. However, no data were obtained as to the 
frequency of these behaviours. Edgerton and Dingman (1964) looked at the 'dating' 
behaviour of hospitalised residents and concluded that sexual behaviour was largely 
restricted to kissing, that individuals showed remarkable impulse control (whether 
internally-driven or imposed by staff influences) and generally adopted similar dating 
behaviour to that found in the general population.
There have been fewer systematic studies of the sexual expression of people with a 
learning disability living in the community, but the general findings point to a greater 
degree of freedom and experience for this group compared to those brought up in 
institutions (Timmers, DuCharme & Jacob, 1981). However, it is uncertain whether 
this is a result of a greater permissiveness on the part of community staff or whether 
the characteristics of those people living in the community are different from those 
remaining in institutions (e.g. fewer behaviour problems, higher intellectual levels, 
greater education).
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Despite the rhetoric of normalisation, Kreutner (1981) reported that sexuality in people 
with a learning disability is frequently regarded as a problem by their carers rather 
than as a positive attribute. Monat (1982) confirmed this and noted that sexual 
expression within this group is frequently denied. Gelb (1987) suggested that while 
the general public continues to consider learning disability in terms of social deviancy, 
any expression of sexuality by this group will, in turn, be seen as sexually deviant. 
Brown (1994) describes the reality of community care as falling short of the idealised 
aspirations of de-institutionalisation, as people with a learning disability experience 
hostility (sometimes before they have moved in to a community setting ), exploitation 
and abuse (Turk & Brown, 1993). Indeed, she goes further in claiming that services 
set up in the community continue to be regarded by society as performing a regulatory 
and controlling function for the sexuality of this group. She advocates the development 
of smaller scale community provision and the active support of couples with a learning 
disability to be able to live together on their own, rather than the present approach of 
communal, group living.
Whereas fears and ignorance may be important factors in determining society's views 
about the sexuality of people with a learning disability, it might be argued that parents ' 
attitudes are more likely to be formed by first-hand experience and observation of their 
offspring. Goodman (1973) described thé most commonly held views of parents as 
below:
^  Denial of sexuality or the 'Pandora's Box Complex'. This is usually apparent
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by parents bringing up their children as asexual in the belief that their 
disability would prevent them from coping with the complexities inherent in 
sex, sexual relationships and parenthood.
^  Pseudo-enlightened attitudes. Sexuality is permitted within restrictive
boundaries and marriage is prohibited, even though it may fiilAl the need for 
companionship.
♦  Ambivalent attitudes. The parents give non-verbal permission for their 
offspring to engage in certain sexual activities, but that these are inappropriate 
in public.
♦  Moralistic attitude. Any sexual expression is viewed with alarm and sex is 
only permitted within marriage and then primarily for the purpose of creating 
children.
^  Over-protective attitude. The parents prevent risk-taking behaviours, including
sex, for various reasons, including the belief in the 'eternal child'.
As can be seen from this list, these views reflect wider society's beliefs regarding 
sexuality and learning disability and this is suggestive of those views being formed 
more by outside influences rather than directly from their own experiences. However, 
it could be argued that these are very similar attitudes to those held by parents of
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children with average intelligence, particularly in terms of ambivalent and moralistic 
attitudes, but that the main difference lies in their continuance well into adulthood for 
people with a learning disability. However, although these were the views when 
expressed, Goodman reported that the most frequent response by parents was "I don't 
know". He infers from this that parents would like to do the correct thing, but lack 
the information required as regards the best form of education or action. However, 
this may be a rather simplistic view of the parents' concerns, which may also involve 
questions relating to difficult moral or value issues.
Fischer and Krajicek (1974) found that parents' main areas of concern were 
masturbation, homosexuality and exploitation/abuse of their offspring. As regards sex 
education, Alcorn (1974) reported that 80% of the parents he surveyed believed that 
sex education should, in the main, be given by the family, but that 62% of the parents 
were uncertain or uncomfortable about being able to provide that information. In 
addition, the parents held positive attitudes towards sterilisation of their offspring and 
negative attitudes towards marriage and parenthood for them.
The content of sex education programmes is also a topic for dispute. Turchin (1974) 
found that mothers were keen for their children to learn about personal hygiene and 
menstruation, but unhappy that masturbation and premarital sex were also covered. 
Watson and Rogers (1980) reported that most parents of children with a learning 
disability regarded their children as not having sexual needs, and Hall (1974) gave 
support to this when he found that parents' main concerns are to do with exploitation
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and inappropriate sexual behaviours. More prohibitive views were discovered by 
Dupras and Trembly (1976) such that many parents did not wish their learning 
disabled offspring to receive any sex education, but wished to preserve their innocence 
and not provide over-stimulation for their children's concern with sex. More recent 
research (Pender & Hingsburger, 1990) concluded that parents have less punitive and 
restrictive attitudes towards sexuality than care staff, but Giami (1987) suggested that 
carers would like to allow greater freedom of sexual expression in their clients but fear 
disapproval by family members. Indeed, Brown (1994) states that parents implicitly 
expect care staff to take on the responsibility of protecting their offspring from sexual 
expression, sexual abuse and exploitation. Clearly, more open, explicit 
communication between parents and care staff is necessary in order to plan and deliver 
appropriate and acceptable education and services.
Research carried out in the 1970's and early 1980's tends to support the belief that care 
staff generally hold negative attitudes towards sexuality in people with a learning 
disability. Jones (1975) found that almost half of the nurses surveyed concurred with 
the statement linking promiscuity (having numerous sexual partners) and 'mental 
subnormality'. Mitchell, Doctor and Butler (1978) reported that the majority of care 
staff believed that no form of sexual expression was acceptable between the two sexes, 
even kissing while standing up. Mulhern (1975) found a discrepancy between the 
wide range of sexual behaviours occurring in institutions and their acceptance by 
carers. Masturbation in private and brief kissing in private was generally tolerated, but 
more intimate sexual expression was much less accepted. Chapman and Pitceathly
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(1985) conArmed that less than half of carers held positive or tolerant attitudes towards 
heterosexual behaviours. Deisher (1973) reported that although nearly all of the carers 
in their sample believed masturbation to be a 'normal' activity, over a third said that 
they would stop people with a learning disability from engaging in this behaviour and 
12% said they would punish them for doing so.
Some more recent research has indicated a liberalisation of carers' views. Sweyn- 
Harvey (1984) reported a high level of acceptance of heterosexual activity, 
contraception, masturbation and sex education. Johnson and Davies (1989) similarly 
found that most British and Canadian care staff held attitudes favourable to the 
expression of sexuality. How to convert these attitudes into action, however, was not 
always clear, for a signiAcant number of staff with conservative attitudes were found 
to hold a disproportionate amount of influence and power. Further considerations 
before implementing hberal practices include the fear that the service or institution will 
damage its reputation or cause a scandal (Greengross, 1976).
The studies described above have produced inconsistent Andings. Brantlinger (1983) 
created an instrument to measure carers' attitudes towards sexuality and learning 
disability in an attempt to clarify the characteristics of liberal versus conservative 
carers. He found that younger and better educated staAheld the most liberal attitudes 
and this has been replicated by Murray and Minnes (1994). These authors also 
suggested that carers' attitudes were more liberal towards people with a mild learning 
disability than towards those with a severe or profound learning disability. McCabe
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(1993) describes many factors that have an influence on the responses given by carers, 
including the era in which the data were collected, the country where the research took 
place, the type of residential setting, the response rate to the questionnaires, the way 
the questions were phrased and how the data were gathered. Thus, it is not always 
possible to compare directly the results of one study with another when not all of these 
factors are described.
One of the results of the increasing recognition of the need for people with a learning 
disability to express their sexuality has been the development of guidelines and policies 
for staff concerning the people in their care. Guidelines offer general principles and 
rely intrinsically on staff interpreting their relevance. Policies invariably include in 
their rationale the normalisation philosophy of the rights of people with a learning 
disability to ordinary life experiences, including socially and legally appropriate sexual 
behaviour (Craft, 1994). However, merely producing a written policy is not enough, 
as staff may remain unclear and differ in their views as to actual practice (Saunders,
1979). In addition, such policies must be regularly reviewed in order to reAect current 
trends and practices (Hall & Sawyer, 1978).
The development of sexuality policies alone is not going to lead to an improvement in 
the working practices of carers. Given the widespread lack of information regarding 
the sexuality of people with a learning disability, coupled with the myths that have 
grown up over the years, merely producing a policy is unlikely to promote change. 
Where carers' negative attitudes towards the sexuality of people with a learning 
disability are entrenched, these need to be explored and challenged in order to foster
82
a climate of increased liberalism. As Rose and Holmes (1991, p.68) state: "If people 
with mental handicaps are to exercise their sexual rights, it is crucial that all staff and 
carers facilitate their attempts towards appropriate sexual expression. " In addition, 
staff training is necessary for several reasons: to inform staff of the institution's policy 
and to ensure that the guidelines are understood and adhered to; to change staff 
attitudes towards the explicitly stated views of the organisation in which they work and 
to encourage staff to foster positive, enabling practices towards people with a learning 
disability.
Evaluations of staff training packages have repeatedly shown a shift in attitudes 
towards more liberal ones (e.g. Rose & Holmes, 1991) and a decrease in stafFs anxiety 
over sexual expression and an increase in their general sexual knowledge (Sumarah, 
Maksym & Goudge, 1988). However, Wilson and Baldwin (1976) caution that if staff 
training is voluntary, a self-selection process may result in more participants attending 
who already hold more tolerant attitudes, thus leading to an increase in polarisation of 
staff, depending on their tolerance levels, towards sexual activity which may in turn 
decrease the likelihood of positive institutional change. Brown (1994) adds that 
sexuality training courses are usually over-subscribed by women and tend to be avoided 
by men, in contrast to courses for management or challenging behaviour and, in 
addition, where men do attend they are likely to be in a position of power already in 
their organisation.
Various training programmes for staff have been reported in the literature which 
address the development of staff awareness of the sexual needs of people with a
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learning disability. These have ranged from one to nine day workshops (e.g. 
Shaddock, 1979 and Wilson & Baldwin, 1976). There is some dispute as to the 
optimum length of training which leads to signiAcant and continued liberalisation of 
sexual attitudes and Toomey (1993) recommends that training should be offered 
regularly, rather than on a once and for all basis. Results have, however, virtually all 
been encouraging as to the possibility of changing staA attitudes in a positive direction 
and increasing the sexual knowledge of staA (e.g. Sumarah, Maksym & Goudge, 
1988).
The contents of staff training programmes vary Aom author to author, but most tend 
to have common strands running through them. One component is to address the 
sexual attitudes, values and beliefs of the participants themselves, regarding sexuality 
in general and sexuality in people with a learning disability. It is clearly help Ail for 
staA to be more aware of their own stance in relation to various sexual behaviours. 
This is so that they can recognise the personal choices they make and help their die nts 
to make their own choices rather than have them imposed by their carers. A 
distinction can then be drawn between personal (carer's) preference and a client's right 
to choose.
Monat (1982) stresses the need for staff to be desensitised regarding sexuality in order 
for them to be more comfortable with their own sexuality so that they can, in turn, be 
most effective when involved in helping, training or advising their clients with a 
learning disability, rather than feel, for example, embarrassed or ashamed. Kempton 
(1983) concurs with this and emphasises the complexities involved in sexuality
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training, as she claims that this area presents one of the most challenging and 
emotionally-laden to be faced by staff. She points out the need to take into account th e 
different backgrounds, beliefs and experiences of staff and the sexual politics that are 
in existence in the work setting, which may militate against meaningful changes in 
services. Complex issues can be raised regarding, for example, religious convictions 
and what impact these may have on a carer's day-to-day handling of sexual behaviours.
A second component addressed in staff training is that of sexual knowledge. Boyle 
(1993) includes in her recommendations a body of factual information relating to 
sexuality in general and to sexuality in the learning disability population. This, she 
reports, illuminates and dispels the common myths and misconceptions that staff hold. 
It may also highlight a lack of basic sexual education and knowledge present in the 
very staff who need to be addressing these issues with their clients.
The third component relates to staff discussion of the problems that they have to deal 
with on a day-to-day basis and is a more practical, intervention-based section. Possible 
interventions include sex-education packages, behavioural programmes and sexual 
counselling. Researchers also stress the importance of staff being able to access 
mainstream agencies and services and being made aware of the organisation's sexuality 
policy, its procedures and staff responsibilities. Throughout staff training packages, 
there is a common path relating to the dissemination of advice and information, 
representing a top-down approach Aom professionals to care staA and Anally to clients. 
There is little evidence of participation by clients themselves in having a voice 
regarding the A own wishes and aspAations, perhaps reAecting the Aaditional view of
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carers/professionals "knowing what is best for their clients." With the increasing 
acceptance of the advocacy movement, this may be one area that will see changes in 
both content and direction.
Evaluation of training workshops is essential in order to demonstrate the effectiveness 
of the programmes, to inform the course designers of the need to change the contents 
of the package and to monitor particular areas that may need more detailed training. 
Many formal assessment tools have been devised, most taking the form of 
questionnâmes. Some simply address attitudes (e.g. Sex Attitude scale devised by 
Rotter, 1973), while others include knowledge as well (e.g. Sex Knowledge and 
Attitude Test devised by Lief & Reed, 1972). One of the more popular is an anglicised 
version of Brantlinger's (1983) scale. This has the advantage of being easy to 
administer and fairly short (45 items), (gestions include aspects of sexuality in 
general and sexuality in people with a learning disability. Responses to the questions 
are on a 5-point Likert-type scale, Aom sAongly agree to sAongly disagree. The 
scoring ranges Aom 5 for the most 'liberal' answer, to 1 for the most 'conservative' 
answer. According to Brantlinger (1983) a 'liberal' is someone who "perceives the 
client as a fully human sexual adult who has the same civil and human rights as any 
other person...encouraging independence, responsibility and decision making." A 
'conservative', however, "stereotypes people with handicaps, believing them to be 
dependent and childlike or sexually aggressive and perverse - (they are) opposed to 
client risk taking, resAict sexual behaviours, impose personal values on morality and 
are motivated to keep clients uninformed about sex."
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CraA and CraA (1983) have produced a sex knowledge test, consisting of 34 items 
relating to sexuality in general. These statements are either true or false and give an 
overall score of the responder's level of sexual knowledge.
2 RATIONALE FOR THE DEVELOPMENT OF TRAINING WORKSHOP
In early 1994, Merton and Su Aon Community NHS Trust set up a working party to 
produce a sexuality policy for people with a learning disability. Although an earlier 
version was in existence, it failed to provide clear guidelines for staff and was 
outdated. The working party included Afteen nominated staA Aom a variety of 
professions and seAings: nursing, day services, further education,  ^ residential and 
psychology (the present author). The group represented staff with and without formal 
qualiAcations and included those Aom different ethnic, religious, cultural and racial 
backgrounds. Sexuality policies Aom several Trusts across the country were obtained 
and compared regarding theh philosophy and contents. There was a high level of 
similarity between most of them, since all regarded normalisation as theA lynch-pin. 
Some differences were apparent in the range of topics speciAcally mentioned, but 
generally the policies sAessed the importance of staff adopting liberal views, 
encouraging clients' Aeedom of choice in theA expression of sexuality and staff 
respecting and supporting these choices.
In writing the policy, the main issues of debate cenAed on how speciAc to make the 
guidelines. It was recognised that the policy needed to incorporate some degree of
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Aexibility in order to respect each individual's unique situation, but that at the same 
time it needed to state explicitly the general direction which staff should follow. The 
other main area of concern was how much of the law to incorporate within the policy, 
as it was agreed that it was important to provide guidelines which did not Aout the law. 
After consultation with the Trust's lawyer, it was decided that a minimum amount of 
the law would be included, enough to provide the main legal restrictions, but not in 
detail so as to result in staff taking decisions based solely on the law at the expense of 
clinical information.
As references in the literature Aequently pointed to the experience that policies, once 
wriAen, were then left to gather dust and were not seen as relevant, it was decided that 
in addition to producing the document itself, the Working Party would continue to 
function as a consultative and Aaining body. In its role as a consultative body, it was 
proposed that it would accept referrals Aom staff on issues relating to clients' sexuality 
and as a group act as a specialised resource, once the normal routes of advice had 
already been used. To this end, it was also proposed that the group aAend speciAc 
courses or workshops that would enhance theA knowledge and skills in this area.
As regards the contents of the policy, the main areas covered were as follows: 
relationships, the law, conAaception, masturbaAon, anA-social behaviour, sexual abuse 
and procedures in cases of suspected sexual abuse, sexual health, sexual intercourse, 
cohabiting/marriage, parenting, intimate care and privacy, staff educaAon and Aaming, 
support for clients and staff.
These represented the sorts of issues that have been raised in the past, some relating 
more to the most dependent clients, some to the most able and some that may not have 
been raised directly but have become national issues (e.g. sterilisation).
The main differences Aom the previous policy were that there was a greater degree of 
speciAcity and that more emphasis was placed on the normalisation principles as the 
basic philosophy. The previous policy failed to incorporate relevant legal aspects and 
also omiAed any reference to a formal organisational structure which would have the 
speciAc Amction of receiving referrals, offering advice and Aaining. The need for the 
policy to be reviewed regularly was also built in to the new policy.
Meetings were held regularly on a monthly basis and the final policy document was 
approved by the Executive Team of the Trust in mid 1995. As a result of the policy, 
the working party extended its brief to include developing and implementing a staff 
Aaining package, relevant to the client population the Trust serves, in that a large 
proportion of the clients have a severe learning disability. It was considered that a 
policy on its own would not lead to effective organisational change in terms of stafF s 
management of clients' sexual behaviour. In order to ensure that staff were aware of 
then duties regarding this area, it was decided that workshops would be a valuable way 
of disseminating the information in the sexuality policy, encourage debate and the 
adoption of a consistent approach. Unless staff share a common value base regarding 
the need for respect and dignity towards their clients and are aware of the relevant legal 
aspects, then decisions affecting clients' sexuality may be random, potentially
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conAicting and divisive.
It was agreed that a phot workshop would be run in November 1995, that it would be 
evaluated, changes made and then regularly be offered to staff to aAend ffom facilities 
and departments throughout the Trust.
3 METHOD
A one-day 'Sexuality Workshop' was held as part of an in-service Aaining programme. 
Managers throughout the Trust were allocated a certain number of places and they, in 
turn, designated which staff were to aAend. They were requested to All the places 
with, wherever possible, an equal number of qualiAed and unqualiAed staff. 
ParAcipants thus came ffom both residential and day care services and ffom different 
professional groups.
The workshop was held in Aie Aaining department on a residential site of the Trust. 
Eighteen participants aAended and the workshop was run by three facAitators: two 
nurse managers and the clinical psychologist. One outside speaker was invited to 
present a specialist topic.
a) The aims of the programme were clearly stated. By the end of the workshop, 
participants would have:
i) Explored and reAected upon their aAitudes towards sexuality
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ii) Examined aAitudes about sexuality and people with a learning disability
iii) Knowledge about gaining access to appropriate sexual health services
iv) A raised awareness of the issues surrounding HIV and AIDS
v) An understanding of the different forms of abuse and how they can be
recognised
vi) Read, understood and be able to adhere to the sexuality policy and 
procedures
The mAin debates cenAed on whether to include the Trust's policy within the workshop 
or whether to spend an exAa half day solely on this. It was decided to incorporate it 
within the workshop as it represents the basis for the Aaining itself, although it was 
eventually agreed that it would not have a formal slot, but be read by individuals 
during lunch break. This was because we wished to facAitate the expression of stafFs 
unbiased views and not simply to see how well they had memorised the policy. The 
other main area of contention was how relevant the topics of HIV and AIDS were to 
the client population. It was agreed that it would be covered, as some staff were 
already raising this issue, particularly those staff who were in community seAings and 
whose clients, therefore, had more contact with the general public.
b) The course contents consisted of a series of activities carried out mainly 
in small groups which provided an inAoduction and overview to the 
area of sexuality and learning disability.
Firstly, a general inAoduction to the workshop was given which explained that the 
Trust had now ratiAed a new sexuality policy. As part of die need to raise stafFs
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awareness of its existence and contents the present workshop had been organised, with 
the additional aim of enabling staff to express their concerns and difAculties in the area 
of the sexuality of their clients. Ground rules were established regarding 
conAdentiality of participants' contributions, in that they could be challenged within 
the workshop seAing but should not be reported outside. Participants were also urged 
to respect and listen to others' views, giving each individual their aAention and time. 
Times were also agreed for breaks and the end of the workshop. Regarding the 
evaluation questionnaires, again confidentiality was sAessed in that only general 
findings would be reported (e.g. to the ConAact Management Board of the Trust) and 
that information/views would not be atAibutable to any particular individual. These 
questionnaires were then completed by all the participants.
In order to 'break the ice', participants were broken into small groups of she and asked 
to brainstorm the term 'sexuality' and write down all their responses. This exercise 
served to release tension and encourage open discussion. It became apparent that some 
people took a very broad view of sexuality, considering that it was present in a wide 
variety of behaviours, from self-presentation (clothes, jewellery etc.), to smiling, 
walking and interacting. Others, however, conAned the term to obvious sexual 
behaviours such as Airting, dating and sexual intercourse. Definitions were then 
discussed which referred to sexuality as simply the state of being either male or female, 
and others already mentioned in the inAoduction (e.g. Robinson & Skinner, 1985).
There then followed a discussion, again in the small groups, of how each person
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learned right ffom wrong and how they learned about sex and sexuality. Feedback was 
given to the large group and tended to point to the common sources of parents, 
brothers and sisters, friends, church, books, school and television. This was then 
contrasted with how people with a learning disability learn about the same issues. 
Here it was apparent that not only was the number of available sources reduced (mostly 
to staff and television), but that their understanding of these issues tended to be at a 
very superAcial and basic level. For example, when judging whether an action was 
right or wrong, an individual with a learning disability would tend to see things as 
black or white and would be unable to appreciate that certain behaviours might lie in 
a grey area. Staff raised concerns about people with a learning disability watching 
certain television programmes (such as 'soaps') where topics such as unwanted 
pregnancies and abortion were covered and which may cause confusion or be 
misunderstood by their clients. They were also concerned about long-serving staff who 
had very sAict views about sexuality and who imposed those views on their clients.
The small groups were then asked to discuss what sexual behaviours they found 
unacceptable in general and in people with a learning disabüity. It was found that staff 
generally held more tolerant views regarding exposure, masturbation and 
homosexuality in their clients than in the general population. This seemed to be 
related, in turn, to the lack of privacy for individuals with a learning disabüity and a 
single-sex upbringing (segregated dormitories in a hospital) leading to a preference for 
the same sex partner because of lack of access to the opposite sex. Staff were able to 
acknowledge that clients were sometimes actively prevented Aom forming affectionate
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or sexual relationships with other clients and that this is a contentious issue within an 
institution, whereas it may be tolerated within a community seAing. There was only 
one staff member who admiAed that because of her religious beliefs she would try to 
prevent any homosexual activity by her clients and other staff argued sAongly against 
this. Generally, however, participants were in agreement that a client's expression of 
sexuality is a personal choice and that it may be influenced by past experience and 
environmental factors.
This was followed by a more formal teaching exercise related to general sexual 
knowledge. By this time in the workshop a psychology assistant had marked the Sex 
Knowledge Tests (see appendix 2) of each participant and was able to give a rough 
indication of the main areas where participants showed a lack of information. These
related to contraception in particular and so this was one of the major issues covered.
Next, some of the myths regarding sexuality and learning disabhity were explored (see 
appendix 1). The main topics where disagreement arose cenAed around the 
appropriateness of sterilisation for women with a learning disabüity, taking into 
account the difficulty that many female clients have in coping with menstruation. This 
was in turn related to the severity of their learning disability and as most of the 
residential clients within the Trust have a severe learning disability, this was 
particularly pertinent. Although in general participants were not against sex education 
for people with a learning disability, they were very uncertain as to who should 
provide it and how, as well as what topics should be covered. There was less certainty
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within the group regarding the ability of people with a learning disability to become 
adequate parents and this may have reAected their lack of contact with this, probably, 
more able group. Again, the group expressed doubt as to how Aaining in parenting 
might be given and what bene At it might have. Despite this, there was not a feeling 
wiAiin die group that people with a learning disabüity should be denied the opportunity 
of becoming parents.
Discussion included die rights of people with a learning disability to take risks and 
experience wider opportunities than are commonly allowed, but at the same time to 
provide a 'safety net' whereby people who are not immediately 'successAil' or who 
experience setbacks can be given the necessary support/Aaining/advice to make Airther 
aAempts.
The visiting speaker, the HIV/AIDS Nursing Co-ordinator, then presented a talk 
oudining HIV and AIDS, safe sex, modes of Aansmission and related issues. 
Unfortunately, he had very litde knowledge of people with a learning disability and the 
emphasis in his talk was on the medical side of HIV with rather complicated 
descriptions. He failed to relate his subject maAer speciAcally to people with a 
learning disability and the particular ways that would be helpful to inform and advise 
this client group and their carers. The main impact of his talk was to create fear and 
anxiety within the audience, not simply for their clients but also for themselves.
Intimate care was the next topic that die small groups considered. This was
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particularly relevant as a large proportion of the clients served have high dependency 
needs. The materials were obtained Aom the Intimate Care Research Project based at 
Nottingham University's Department of Learning Disabilities, but are as yet 
unpublished. They consisted of nineteen statements regarding intimate care (see 
appendix 1). Participants discussed each statement as a group and then decided 
whether the statement represented good or bad practice.
This proved to be a very pertinent area for participants and raised practical concerns 
regarding delivery of service. Discussion oAen cenAed around the principles of 
normalisation as the basis for decision-making, especially in aAempting to treat each 
individual with dignity and respect. However, this approach did not always lead to 
easy decisions. For example, it was agreed that privacy was an important aspect of 
intimate care but that on occasions or with certain clients this could place a member 
of staff at risk, in terms of allegations of abuse. Similarly, questions were raised about 
the appropriateness of male members of staff carrying out intimate care for female 
clients. The small groups were not always able to decide if the statements given were 
good or bad practice and sometimes gave the answer "it depends". Clearly, when 
producing guidelines or policies, this would point to the need for some degree of 
flexibility in order to respect the individuality of clients rather than treating them all 
in exactly the same way. In addition to this, another area that was highlighted was the 
lack of resources and choice available, particularly regarding staff. It may be agreed 
that it is more appropriate for a male member of staff to help a male client bath 
himself, but if no males are on duty, then the decision is whether the client is bathed
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by a female staff member or he goes without a bath.
What was most apparent in the small group discussions was that staff were very 
conscious of the difficulties they faced on a daily basis in the area of intimate care. It 
was clear that they welcomed the opportunity to discuss these areas, even if there was 
no obvious solution. It was then possible to suggest that instead of making decisions 
on their own, that these issues should be aired in each bungalow so that the staff group 
as a whole should reach an agreed way of working.
The emotionally-charged issue of abuse was then discussed in small groups. They 
were asked, initially, to describe what is meant by 'sexual abuse'. Generally answers 
only covered contact abuse and failed to include perhaps less obvious forms of non- 
contact abuse (see appendix 1). Information was then given to the whole group 
regarding different forms of physical and sexual abuse, its prevalence and associated 
research fmdings (Brown & Craft, 1989), as well as recognition of abuse. The Trust's 
sexuality policy (having been read during the lunch break) was referred to, so that staff 
were made aware of their duties and responsibilities.
Participants expressed surprise and alarm at the reported rates of sexual abuse of 
people with a learning disability. They were also surprised that victims could be of 
any age and any level of disability and were particularly concerned that acts of abuse 
frequently occur within ongoing relationships rather than as a one-off incident. This 
raised anxiety about whether they had, unwittingly, missed instances of abuse in the
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past. Concern was also expressed about the procedure that follows the reporting of 
abuse, particularly when the alleged perpetrator is a well-known and respected 
colleague and staff discussed the conflicts that may arise in such cases.
The final part of the day consisted of a discussion of the sorts of sexual behaviours of 
clients that present themselves on a day-to-day basis. The most frequently encountered 
problem was that of masturbation in a 'public place' (e.g. the sitting-room) and the 
difficulty in trying to convey to the client that only the place was inappropriate and not 
the behaviour itself. Where clients shared a bedroom, the question was raised of where 
is a suitable private place.
Other areas that staff raised were in relation to sex education and how to teach complex 
topics to their clients. Although they recognised that some areas needed to be 
addressed, they were sometimes unwilling either to make referrals or to be the educator 
themselves. They also reported a lack of appropriate teaching materials and the 
shortcomings of outside agencies who may have the relevant information but who have 
no experience of learning disability.
4 EVALUATION
Three methods of evaluation were used:
i) The anglicised version of the Sexual Attitude Inventory devised by Brantlinger 
(1983) and referred to above. This questionnaire was filled in by participants
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at the start of the workshop and again at the end.
ii) The Sexual Knowledge Questionnaire (CraA & Craft, 1983) was also completed 
at the beginning and end of the workshop. Two questions were omitted from 
the questionnaire as they were inappropriate, thus 32 items remained.
iii) A brief, written evaluation by course members was also included, in order to 
invite general comments about the workshop.
The questionnaires and evaluation can be found in Appendix 2.
All inventories and evaluations were completed anonymously, although data collected 
included personal details of age, sex, professional qualiûcations and number of years 
of experience working with people with a learning disability. This ensured that 
'before' and 'after' questionnaires could be attributed to the same person (see Appendix
3).
5 RESULTS
A total of 18 staff attended the workshop, 14 female and 4 male. Nine staff had 
professional qualiûcations, 8 of them being female and only one male. Their ages 
ranged from 25 to 48, with a mean of 33.7 years. The number of years experience in 
the learning disability field varied from three months to 18 years, with a mean of 8.2 
years.
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Initial assessment with the attitude inventory was scored using Brantlinger's (1987) 
scoring criteria, giving a possible range of scores from 45 'conservative' to 225 
'liberal'. The actual range obtained was from 141 to 213, with a mean of 182. This 
is evidence that even at the start of the workshop, staff held liberal views and contrasts 
with Brantlinger's (1983) fmdings that group home managers scored on average 
159.24. Measurement at the end of the workshop indicated that overall there had been 
a shiA towards even more liberal attitudes: pre-group, x = 182; post group, x = 184. 
When compared using a t-test, this change was not significant. Previous researchers 
(e.g. Rose & Holmes, 1991) found a high internal consistency for this questionnaire, 
using Cronbach's aÿAa (Cronbach, 1970) and gives further support to Brantlinger's 
own findings for stability of the measure.
The pre-workshop scores on the sexual knowledge questionnaire ranged from 21 to 29, 
out of a possible 32, with a mean of x = 25.3. AAer training, a mean of x = 26.6 
was obtained, demonstrating that participants had increased their sexual knowledge to 
a slight degree. This change was analysed using a t-test, but found not to be 
significant.
As the numbers were fairly small, no further analysis was possible, although the results
suggested that within this group there were no obvious trends associated with either age 
or having a professional qualiAcation.
Written evaluations by participants were generally very positive and enthusiastic, with
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thirteen people making positive comments about the value of the workshop. One 
person wrote:
"What a relief that training in sexuality is at last being addressed. At 
least I know I don't have to battle it out alone any more."
Two others commented on the possibility of admitting that they did not know all the 
solutions:
"It was good to be able to share doubts and worries, rather than always 
have to be the one to come up with the answers all the time."
Two people expressed the helpfulness of the workshop in relating sexuality in general 
to sexuality in people with a learning disability:
"I particularly liked the link between where I learned about sex and 
where people with a learning disability learned about sex. It brought it 
home to me the restricted lives they lead and what an important role I 
have when I look aAer them. "
Five members of the group commented that it would have been better to have had more 
time to discuss some issues in greater detail. Mentioned by three people was the topic 
of sexual abuse:
"I had no idea about the figures for sexual abuse. I would have liked 
more time to talk about how to recognise it and what to do - 1 still feel 
unsure."
"On my bungalow we have a lot of outings and contact with the 
community and I would have liked to talk more about helping my 
clients to behave more appropriately."
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Twelve participants mentioned the HIV/AIDS talk as being particularly unhelpful:
"It was awful - 1 can't remember any of it, except that it put me off sex 
altogether."
"He talked about our clients as subnormals - he was completely out of 
touch."
"Don't have him again!"
Two people suggested that the workshop should be held over two days, allowing more 
time to discuss the sexuality policy itself and to bring up problems that they 
encountered on their units.
"There wasn't really enough time - there were lots of things I wanted 
to discuss, but we had to keep moving on to new areas."
6 DISCUSSION
Evidence of attitude change (although not statistically significant) towards more liberal 
views confirms other researchers' Andings (e.g. Rose & Holmes, 1991) that even one 
day workshops can be effective. It could be argued that the present group, which 
already held fairly strong liberal attitudes, found their attitudes being positively 
connoted and reinforced by the workshop leaders and thus found encouragement for 
further liberalisation to occur. It is uncertain to what extent this staff group 
volunteered to attend the workshop, but it may be that the most liberal staff were the 
most willing and therefore do not represent the prevailing attitudes within the 
organisation. Several comments were made about conflicts regarding sexuality
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between staff in their workplace, for example, long-established staff members 
disapproving of masturbation either in public or in private, while younger, newly 
qualiAed staff having a more liberal attitude, even to the extent of trying to teach a 
client how to masturbate. Follow-up measures of attitude change were not possible for 
the present study, so it is not clear whether these changes will remain stable. Staff 
reported that one of the results of attending the workshop was to increase their 
conAdence and ability to express their views and this may have been reAected in their 
more liberal attitudes aAer training.
Despite the apparent liberal attitudes of staff attending the workshop, mention was 
made throughout the day of the limitations imposed on the clients by their environment. 
In order to give individual clients Aeedom to express their sexuality, certain obstacles 
need to be overcome. These do not all spring from restrictive staff practices, but are 
also a Ainction of the communal style of living characteristic of long-stay 
accommodation. Managers who have the power to inaugurate structural change in 
terms of buildings, privacy and so on need to be informed of the difAculties that arise 
because of current environmental arrangements and be encouraged to press for 
changes.
Although positive comments were made regarding the presentation and contents of the 
workshop, it is not possible to ascertain which aspects of the training were most 
responsible for attitude change. It may be that certain topics had more impact, or it 
may be that the separate exercises had a cumulative effect. Rose and Holmes (1991)
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found that three-day workshops produced greater attitude change than one-day 
workshops so it may be that prolonged training rather than any particular activity is the 
key to attitude change.
One of the questions that remains unanswered as yet is the extent to which the attitudes 
of more conservative staff can be changed. Clearly, if more positive service practice 
is to be widespread within the Trust, all staff who have direct contact with clients 
should have relevant training in sexuality. It may be that more conservative staff are 
more likely to change their attitudes when they are in a predominantly liberal training 
group, as their attitudes are then more likely to be challenged.
How the attitude changes relate to behaviour change has not been examined and the 
literature points to the fact that this relationship is not at all straightforward. This area 
would be fruitful to explore given Johnson and Davies’ (1989) suggestions that a few 
staff can exert disproportionate influence over restricting clients’ sexual expression. 
This gives further strength to the necessity for compulsory training for all staff, at the 
same time ensuring that the Trust’s sexuality policy is percolated down to all levels of 
staff. This gives clear guidelines as to the philosophy underpinning the policy, as well 
as covering issues that are regularly experienced.
An indirect way of measuring the success of the workshops might be to monitor the 
number of referrals regarding sexual behaviour received by the Psychology Department 
or the Sexuality Working Party. If staff feel better able to address these issues
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following attendance at the workshop, it might be expected that the referral rate would 
drop. Similarly, requests to the Psychiatry Department for medication to suppress 
certain anti-social sexual behaviours may also show a decrease.
In order to promote the translation of liberal attitudes into action, certain systems may 
have to be put in place, for example, the Sexuality Working Party would continue to 
exist as a consultative body, available for advice and guidance. This would also serve 
to make certain that interventions being planned were in the interests of the client and 
not simply for the convenience of staff. It would also provide some measure of the 
kinds of problems that arise, their frequency and the shortcomings of the sexuality 
policy, so leading to its revision. Referrals made to the group could also be directly 
used as teaching opportunities in future workshops, thus ensuring that training reflected 
current concerns.
In the light of feedback given from participants, the main consideration for future 
training is to extend the workshop. This would enable more detailed coverage of the 
areas that are most relevant to participants (i.e. the practical service issues in their day- 
to-day working), more factual information on sexual knowledge where staff have been 
shown to be confused and more comprehensive discussion of the sexuality policy itself. 
Consideration would also be give to restructuring the information on HIV/AIDS in 
order to make it more relevant and understandable. Opportunities would also be 
available for a greater variety of methods of teaching, including in particular role play 
and the use of video.
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APPENDIX 1
Teaching Materials 
1. Brainstorm the term ' sexuality ’.
2a) How did you learn right from wrong?
How did you learn about sex and sexuality? 
b) How do people with a learning disability learn right from wrong?
How do people with a learning disability learn about sex and sexuality?
3. What sexual behaviours do you And unacceptable
a) in general?
b) in people with a learning disability?
4a) Sexual knowledge in general.
The Sex Knowledge Test formed the basis of the discussion and participants 
were informed of the correct answers,
b) Myths regarding sexuality and people with a learning disability.
The following myths were discussed, as well as the reasons that they might 
have arisen. They were based on CraA and CraA’s (1983) Test of Knowledge 
of the Sexuality of the Mentally Handicapped.
i) A person with a severe learning disability does not possess sexual desire.
ii) Women with a learning disability are more promiscuous than women without 
a learning disability.
iii) Sterilisation of people with a learning disability changes the sex drive.
iv) Sterilisation is the most appropriate form of contraception for women with a
learning disability.
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v) The only acceptable form of sexual activity for people with a learning disability 
is masturbation.
vi) Sex education for people with a learning disability would only increase the 
sexual problems they present.
vii) People with a learning disability living in the community bear more children 
than 'normals’ of the same socioeconomic level.
viii) People with a learning disability who marry and have children are inadequate 
parents.
ix) A woman with Down’s Syndrome is unable to conceive.
5. Intimate Care
Discuss each of the following 19 statements and decide whether they represent good
or bad practice.
i) Use the correct clinical terms for private parts of the body.
ii) A staff member teaching a client to masturbate.
iii) Treat every client with dignity.
iv) If a client becomes sexually aroused during intimate care, ignore it.
v) If you are not sure how to do something, ask the client or parents.
vi) Ignore clients who make a fiiss about certain staff caring for them.
vii) If a client seems sore or tender in the genital area, report it.
viii) A female member of staff changing a boy of 14.
ix) Ensure privacy at all times.
x) Encourage a client to do as much as they can for themselves.
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xi) A member of staff opting ont of changing clients’ pads because the smell makes 
her/him retch.
xii) Accepting a hug from a 13 year old client.
xiii) If you are not sure how to do something, ask another member of staff.
xiv) If you are not sure how to do something, guess.
X V ) Never do any intimate care alone; make sure another adult is in the room.
xvi) If you accidentally hurt a client during intimate care, keep it quiet.
xvii) Ignoring a child who is masturbating in the comer of the room.
xviii) Use the words the client uses for private body parts.
xix) Approach intimate care in a light-hearted way.
6. Abuse. (Based on Brown & CraA, 1989)
What is meant by 'sexual abuse?’
Sexual abuse consists of one-off assaults or of sexual acts within an ongoing 
relationship in which the power differences are so great that they preclude the 
possibility of the person with a learning disability Aeely giving their consent.
The abusive acts range from non-contact abuse to vaginal or anal intercourse. Sexual 
acts which might be abusive include:
i) Non-contact abuse
Such as voyeurism, involvement in pornography, indecent exposure, harassment, 
serious teasing or innuendo.
ii) Contact abuse
Touch, for example, of breast, genitals, anus, mouth. Masturbation of either or both
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persons. Penetration or attempted penetration of vagina, anns, mouth with or by penis,
Angers, other objects.
# At least 830 adults with a learning disability are likely to be reported as victims 
of sexual abuse in England and Wales each year. This means approximately 
3-4 adults per year within a Health District serving a general population of 
220,000
# Sexual acts involving penetration or attempted penetration are reported in two 
thirds of the cases; at least half took place within ongoing abusive relationships.
# Just over half of those abused were women: the proportion of male victims is 
rising.
# Adults of all ages and disability levels were reported as victims of sexual abuse.
# Perpetrators of sexual abuse were almost all men and were usually known, not 
strangers: they included family members, staff/volunteers, known and trusted 
adults within the community, other service users and ex-service users.
# Many perpetrators offended against more than one victim.
# Abuse happened most oAen in the victim’s or perpetrator’s home or in their day 
placement.
# Agencies varied widely in their ability and willingness to recognise and report 
abuse. Very few cases went to court and/or led to successful disciplinary 
actions.
Agencies need to collaborate in order to: protect and support survivors; bring 
perpetrators to justice; intervene when people with a learning disability are
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abusing others and create systems which make abusing difAcult and reporting 
abuse easy.
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APPENDIX 2
Please complete the attached questionnaires. All the information you give will be 
confidential and will be used to evaluate the sexuality training workshop you are 
attending:
1 Please state any professional qualiAcations you have
How many years experience have you in working with people 
who have a learning disability?
Age
Sex
Thank you for your co-operation
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SEX KNOWLEDGE TEST
Please circle T (true) or F (false) for each question:
1 Semen and sperm are words for the same substance T or F
2 Most boys between ages six and eight can have
erections and ejaculations T or F
3 Very young children can have an orgasm from
self-stimulation T or F
4 The development of breasts, pubic hair, and
perspiration are signs of puberty in girls T or F
5 Boys can control nocturnal emissions (wet dreams) T or F
6 If a girl does not menstruate by AAeen, there is
something physically wrong with her T or F
7 Masturbation among adolescents is a normal means of
sexual response T or F
8 Masturbation by those over sixty is a sign of senility T or F
9 Masturbation by adults is an immature act T or F
10 If a mature person finds satisfaction in masturbating, it
is a sign of sexual maladjustment T or F
11 Oral-genital sex is dangerous because of the risk of
infection T or F
12 Fertilization cannot occur during menstruation T or F
13 Douching is not an effective means of contraception T or F
14 Frequent masturbation leads to homosexuality T or F
15 Homosexuality is caused by a child spending a lot of time
with a parent or sibling of the same sex T or F
16 Syphilis, when untreated, can cause insanity T or F
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Please circle T (true) or F (false) for each question:
17 HIV can be transmitted by sharing a cup with an
infected person T or F
18 Gonorrhoea, when untreated, can cause blindness T or F
19 Infertility may be caused by either physical or
psychological problems. T or F
20 Once a woman has a baby by the Caesarian method,
all subsequent deliveries must be Caesarian T or F
21 Voluntary total abstention from sexual intercourse can 
result in mental problems by the time an individual reaches
forty. T or F
22 The rhythm method, when properly used, is just as effective
as birth control pills in preventing conception T or F
23 Condoms are sold in three sizes: small, medium and large T or F
24 All pregnant women must refrain from having intercourse
for at least three weeks before their babies are due and
six weeks after they are born T or F
25 Adolescents often have sexual fantasies T or F
26 Nursing a baby protects the mother from becoming pregnant T or F
27 The egg can be fertilized by more than one sperm. This is
the cause of multiple births T or F
28 lUD's (coils) can be used only by women who have had a child T or F
29 Smear tests are necessary only if a woman marries or
engages in sexual intercourse T or F
30 A man's prostate gland manufactures the male hormone T or F
31 Vasectomy makes it more difftcult for the man to
achieve an erection T or F
32 The condom should be used only as a protection against VD T or F
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SEXUAL ATTITUDE INVENTORY
Circle the number that comes closest to your own feeling or opinion: 
1 = Strongly Agree, 2 = Agree, 3 = Undecided, 4 = Disagree,
5 = Strongly Disagree.
1 There is too much sex education being 1 2 3 4 5
taught in schools today
2 Masturbation is healthy 1 2 3 4 5
3 Care staff should stop residents from 1 2 3 4 5
masturbating
4 A learning disabled man and woman who have 1 2 3 4 5
been caught having sex should be kept apart
5 Intercourse for unmarried couples is acceptable 1 2 3 4 5
6 A comprehensive sex education programme would
result in more sexual activity among residents 1 2 3 4 5
7 Homosexuality between mutually consenting
partners is acceptable 1 2 3 4 5
8 Every person, learning disabled or not, has
the right to have children 1 2 3 4 5
9 If a minor goes to a doctor with a venereal
disease, it should be reported to the parents 1 2 3 4 5
10 Answering all the questions children ask about 
sex would probably result in a preoccupation
with sex 1 2 3 4 5
11 Censorship of Alms, magazines and books is
presenAy too lenient 1 2 3 4 5
12 Learning disabled adolescents need times to
meet with the other sex privately 1 2 3 4 5
13 Homosexuality between learning disabled
residents who enjoy it should be permitted 1 2 3 4 5
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Circle the number that comes closest to your own feeling or opinion:
1 = Strongly Agree, 2 = Agree, 3 = Undecided, 4 = Disagree,
5 = Strongly Disagree.
14 Easy access to contraception has caused a
corruption of youth's sexual morality 1 2 3 4 5
15 As long as people do not hurt other people
they have a right to their own sexual life 1 2 3 4 5
16 Learning disabled people should be able to
get contraceptives when they want them 1 2 3 4 5
17 Sex education should be taught to boys and
girls separately 1 2 3 4 5
18 Birth control methods should be taught to
young people before they become sexually active 1 2 3 4 5
19 Learning disabled people have the right to
make their own decisions about their sexual lives 1 2 3 4 5
20 Family Planning Clinics should get parents' 
permission before giving contraceptives to
girls under 16 1 2 3 4 5
21 The positions used in sexual intercourse should 
never be discussed, even in response to a
resident's question 1 2 3 4 5
22 Facts about drugs, sex and alcohol should be
taught at the same time 1 2 3 4 5
23 Learning disabled people usually have stronger
than average sex drives 1 2 3 4 5
24 It would be dangerous to tell some people about
sex 1 2 3 4 5
25 Men have stronger sex drives than women 1 2 3 4 5
26 Premarital sexual permissiveness usually
results in marital problems 1 2 3 4 5
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Circle the number that comes closest to your own feelings or opinion:
1 = Strongly Agree, 2 = Agree, 3 = Undecided, 4 = Disagree,
5 = Strongly Disagree.
27 Homosexuals should not be allowed to teach in
state schools 1 2 3 4 5
28 I would be worried that a homosexual resident
might corrupt the others 1 2 3 4 5
29 People who live in residential facilities for 
people with a learning disability should have
some place to go for private behaviours 1 2 3 4 5
30 Learning disabled women are more promiscuous
than average women 1 2 3 4 5
31 A married adult who occasionally masturbates
probably has a troubled marriage 1 2 3 4 5
32 Most learning disabled adults will seek sexual
pleasure of some kind 1 2 3 4 5
33 People who cannot support themselves should not
get married 1 2 3 4 5
34 Residential facilities should keep men and
women as separate as possible 1 2 3 4 5
35 Learning disabled people have less need for
sex than other people 1 2 3 4 5
36 There should be residential facilities for
married people with a learning disability 1 2 3 4 5
37 Homosexuality should be illegal 1 2 3 4 5
38 Care Staff should stop homosexual behaviour 1 2 3 4 5
39 The State should pay for contraceptives for 
sexually active residents in faciliAes for
people with a learning disability 1 2 3 4 5
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Circle the number that comes closest to your own feelings or opinion:
1 = Strongly Agree, 2 = Agree, 3 = Undecided, 4 = Disagree,
5 = Strongly Disagree.
40 Learning disabled adults have the right to
have sexual intercourse if they want to 1 2 3 4 5
41 I would be comfortable answering questions
about most sexual behaviour 1 2 3 4 5
42 I feel I am well informed about sexual
facts and behaviours 1 2 3 4 5
43 Some counselling or sex therapy would
probably do me good 1 2 3 4 5
44 In handling sexual behaviours most people
are probably too conservative 1 2 3 4 5
45 Most learning disabled people I know would be
unable to make responsible decisions about sex 1 2 3 4 5
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Please write down which of the exercises in the workshop were most 
helpfhl/interesting/informative and which, if any, you found less useful.
Please feel free to add any further comments.
Thank you, once again.
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ABSTRACT
A review of the literature suggested that there have been only a few studies on 
motivation in slimming. Those that have been carried out indicate that men are more 
successful at losing weight than women, and are more frequently slimming to improve 
their health. The aim of the present study was to investigate the relationship between 
reasons given for slimming and weight loss.
Facet theory was used to devise a mapping sentence as a formalised statement of the 
proposed organisational structure of reasons as derived from informal interviews and 
the literature. This formed the basis of the design of a questionnaire which was 
administered to 154 women attending 8 slimming groups.
The data were submitted to smallest space analysis (SSA) and multidimensional 
scalogram analysis (MSA). The main results were that both of the facets were 
recovered from the SSA, representing sources and reasons. The MSA's carried out 
revealed that there was no direct relationship between either sources and weight loss 
nor between reasons and weight loss. However, there was evidence that the reasons 
formed a cumulative scale, whereas the sources could be interpreted as being 
qualitatively distinct.
These results were discussed in relation to previous research Gndings. Implications for 
both clinical practice and further research were examined.
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1 INTRODUCTION
1.1 MOTIVATION AS A VARIABLE IN SLIMMING.
Over the years a vast literature has developed on the subject of obesity. Many 
different approaches have been adopted, mainly investigating the theories of the causes 
of obesity and the different methods for helping treat the obese. However, there have 
been very few studies on the central issue of motivation, and the reasons people have 
for wanting to lose weight. It is evident that certain assumptions have commonly bee n 
made about those trying to lose weight. Many studies have taken various 
measurements of improvement after weight loss (e.g. self-concept, depression, 
sociability), but failed to give evidence that these factors were indeed important to the 
individual. In other words, they did not ask the individual directly for his or her own 
reasons for wanting to lose weight.
The present study sought to explore the slimming process from the point of view of 
those people directly experiencing it. In this way it was hoped that an understanding 
would be gained of the conceptual structure that slimmers have for organising their 
reasons for wanting to lose weight. It would then be possible to explore the 
relationship of these structures to success in slimming, that is, actual weight loss.
It has been estimated that about 25 % of the population of Britain is trying to slim at 
any one time (Stock & Rothwell, 1982). Prevalence rates of obesity have been
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estimated to be 49% of women and 37% of men who are at least 20% above ideal 
weight (Silverstone, Gordon & Stunkard, 1969). Montegriffo (1968) also found 
obesity to vary directly with both social class and with age.
The direct consequences of being overweight have been well researched by, among 
others, Rodin (1982). She stated that "studying obesity leaves me more impressed 
than ever with the profound psychological consequences of being overweight and its 
associated social stigma. " Stigmatisation of fat people involves rejection and disgrace 
connected with famess viewed as a physical deformity and a behavioural aberration. 
Being overweight is considered to be detrimental to health, a blemish to appearance 
and a social disgrace (Cahnman, 1968). It is also held to be morally reprehensible.
De Jong (1980) claimed that the obese are stigmatised because they are held to be 
responsible for their famess, as they are presumed to be lacking in self-control and will 
power. Furthermore, this results in the obese individual being viewed as just "fat", 
and not being socially accepted as a unique personality in his or her own right.
Negative evaluations of the obese are made by children even as young as six years old. 
Stafheri (1972) found that children described endomorphic silhouettes in the following 
terms: cheats, dirty, gets teased, lazy, sloppy, ugly, smpid, sad and lonely. Subjects 
also ranked the obese individual as least likeable when compared to people with 
deformities and handicaps (Maddox, Back & Liederman, 1968). Concrete evidence 
has been collected which shows that there is a strong bias in college admissions against
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obese boys and especially against obese girls (Canning & Mayer, 1966). Even 
employers admit to being prejudiced against employing the obese (Roe & Eckwort, 
1976).
Maddox, Back and Liederman (1968) also studied the obese's own reactions to being 
overweight. It was found that they, too, held the same negative evaluations of 
obesity, and considered the discrimination to be deserved, leading to feelings of shame 
and guilt. Frequently the obese withdraw from social contact in order to avoid 
unpleasant remarks and my eventually lead a lonely life with eating as their main 
source of consolation. If they do continue to lead a normal social life they are 
constantly made aware that obesity is unacceptable, especially with regard to public 
facilities where seats in buses or theatres are too narrow (Strauss, 1966). The obese 
usually have difGculty in finding clothes that are more than just body coverings and 
often have to resort to specialist outsize shops.
The social stigma attached to being overweight is particularly relevant to women 
(Clifford, 1971). He found that women were more critical of their bodies and more 
often expressed the desire to lose weight than did men. This, he believed, is because 
greater emphasis is placed upon the standards of appearance of women by society, 
although he did not directly test this assumption. Thus it can be seen that the desire 
for social acceptance may be a strong motivator, particularly for women, to lose 
weight.
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As mentioned earlier, the motivations for losing weight have been largely ignored by 
the more traditional theories. Psychoanalytic theorists have viewed being overweight 
as a defence mechanism, as a symptom with a positive function. Bruch (1957), in 
particular, has described obesity as a depressive equivalent, and thus claimed that it is 
necessary to treat the underlying conflict rather than the obesity alone. She described 
obesity as the consequence of personality defects in which body size becomes the 
expressive organ of an underlying conflict. Some psychoanalytic writers (e.g. 
Bychowski, 1973) see obesity as a sign of being fixated at the anal stage, where the 
individual shows her defiance of others who try to control her eating habits, and at the 
same time protecting herself from heterosexual experiences by appearing unattractive 
or invulnerable. However, other writers (e.g. Deri, 1955) prefer to think of obesity 
as representing fixation at the oral stage where frustrated love and femininity result in 
relapses into oral gratification. Thus the function of psychoanalysis in cases of obesity 
has been to resolve the underlying conflicts producing the obesity and not to treat the 
condition itself. Motivation to lose weight is not a central issue in this theory, rather 
the unconscious motivation to put on weight is considered the essential problem in 
treatment.
Personality theorists have not even addressed the issue of motivation. Instead they 
have in the past searched for an obese personality, easily distinguished from the non- 
obese. The obese are popularly described as being jolly, pleasure-loving, weak- 
willed, lazy or self-indulgent. However, no distinct obese personality pattern has 
emerged from the countless studies carried out, and it is probably safe to say that the
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obese vary on a continuum from those with insignificant emotional problems to those 
with severe emotional problems often related to their being overweight.
Schachter, the main proponent of externality theory, has claimed that the eating 
behaviour of the obese is under the control of external food-related stimuli, while in 
the non-obese it is under the control of internal hunger stimuli. He argues, ther efore, 
that the motivation to lose weight is irrelevant, as the level of externality is the all- 
important factor in determining the weight of any individual. However, Tom and 
Rucker (1975) have shown that there are people in every weight category who are 
highly responsive to external cues and those who are not. External responsiveness can 
lead to overeating and weight gain, but not all those who are highly responsive to 
external cues become obese. It is clear, therefore, that there are other variables more 
directly related to success in slimming.
The physiological, set-point theory described by Nisbett (1972) states that individuals 
are biologically programmed to be of a certain degree of fatness and that each 
individual will defend a given body weight. The number of fat cells will be an 
important factor in determining this weight and their number can be either genetically 
fixed or set by early feeding experience. Overfeeding experiments by Bray (1972) 
showed that obese subjects who were near their maximum weight actually put on 
weight more slowly than those who had reduced their weight prior to the experiment. 
After returning to a normal diet after the experiment, overfed subjects quickly reverted 
to their normal weight. The evidence, therefore, does tend to support the notion that
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individuals defend their set point for body weight when following their usual diet. 
However, it is equally clear that if their motivation to lose weight is strong enough, 
then they can override this natural set point.
Treatments for overweight individuals have, like the theories of obesity, tended to 
neglect the importance of motivation. Obesity is generally viewed as the result of a 
positive caloric balance, and so conventional treatments have concentrated on reversing 
this state by reducing food intake. Thus dietary advice is aimed at persuading obese 
patients to eat less than they require so as to bum their excess fat stores.
Total starvation is generally reserved for the massively obese for whom other measures 
have failed, but conventional reducing diets are widely advocated for most overweight 
people. The popularity of the different types of diets rises and falls, thus recently we 
have seen the acclaim of the F-plan diet and previously the grapefruit diet. Most diet s 
contain about 1000 kcal/day which results in a weekly weight loss of about 11b after 
an initial weight loss of 21bs in the first week. The main problem is to find a low 
energy diet that is well tolerated. Dietary treatment alone has not been found to be 
successful in the long-term, as 85 % of the initial weight loss is regained within five 
years (Dunlop & Lyon, 1931).
The effects of exercise on weight loss is generally considered to be minimal, although 
other benefits will be derived from it (Gwinup, 1975). Dmgs, too, are largely 
ineffective in promoting weight loss through reducing fat tissue. However, there has
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been a steady increase in the use of drugs promoted for the treatment of obesity.
Surgical treatments, such as the jejunoileal bypass and the gastric bypass, circumvent 
the need to consider motivation as a variable affecting slimming. Dramatic weight 
losses have been observed after these operations, although there are sometimes severe 
side effects and the operation itself carries risks.
One of the most widely acclaimed forms of treatment for the obese is the behavioural 
approach. Ever since the publication of 'Behavioural control of overeating' (Stuart, 
1967) there has been a surge of interest in behavioural treatments for obesity. Stuart's 
results demonstrated a clear superiority over those of previous conventional methods 
of diet and exercise to reduce weight. Various methodological improvements have 
been implemented since his article and a wide variety of techniques under the broad 
heading of behavioural treatments have been applied to the problem of obesity. Ley 
(1980) has thoroughly reviewed the procedures most commonly used, and concluded 
that these methods have been shown to be the most successful. However, Foreyt 
(1977) in reviewing studies which reported one year follow-up results showed that 
weight loss generally occurred only during treatment and after that the behavioural self- 
control methods were quickly relinquished, which in turn usually led to the regaining 
of a large proportion of the weight lost.
The reluctance of doctors to treat obesity and the acknowledgement of the importance 
of group pressure and the effects of group membership has resulted in a mushrooming
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of several commercial and self-help slimming groups in recent years. In the United 
Kingdom studies of the results from Weight Watchers, Slimming Magazine Clubs and 
Silhouette Slimming Clubs have shown considerable success (Ashwell, 1978). 
However, it should be noted that the dropout rates for these groups may reach 70% in 
12 weeks, and therefore caution must be exercised in interpreting the data from 
treatment survivors. The effectiveness of a programme which loses most of its 
members must also be questioned.
In the treatment of other major behavioural disorders, the individual's motivations for 
seeking help are thoroughly investigated. Compliance with instructions is considered 
to be affected by, amongst other variables, the level of motivation. However, as 
regards obesity, none of the treatments directly confront the issue of motivation, and 
the theories themselves, with the exception of psychoanalytic approaches, do not seem 
to consider motivation to be relevant.
1.2 BELIEFS AND ATTITUDES IN SLIMMING
According to Bettinghaus (1973), attitudes and beliefs represent the conceptual bridge 
between what an individual does and the cognitive processes that lead him to do it. 
These concepts have been applied to a wide range of problems and have resulted in an 
abundance of research. Most recently studies have been carried out to investigate the 
effect that cognitions have on food intake.
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1.2.1 Beliefs and Attitudes Relating to Food Intake.
Herman and Polivy (1975) found that the most useful predictor of overeating was the 
degree of restraint which subjects had previously been exercising. In other words, 
those individuals who were actively dieting, when experimentally forced to abandon 
restraint, would tend to overeat. Other experiments have investigated the effects of 
food deprivation on subsequent eating behaviour and were carried out by Nisbett 
(1968). He found that obese individuals ate the same amount of food after a period 
of deprivation as they did when not deprived, whereas normal weight subjects showed 
an expected difference in food intake. For normal weight individuals, self-reports of 
hunger were significantly correlated to the number of hours since they had last eaten, 
but there was no such correlation for obese subjects.
The beliefs about the caloric value of a food just eaten have different consequences on 
subsequent eating for the obese and non-obese. Wooley, Wooley and Dunham (1972) 
found that the obese overate when they thought they had eaten a food high in calories, 
whereas this was not so for the non-obese. Further variables have also been found to 
be related to overeating. Ross (1974) found that the visual salience of food was 
related to the amount eaten. Thus in well-illuminated settings more food was eaten, 
and also when the food was immediately available rather than being wrapped. 
Similarly, when subjects were instructed to think about food, this led to an increase in 
subsequent eating. Thus, cognitive processes can work to increase hunger and lead 
to overeating.
137
Work has been carried out by Mahoney (1974) and Jeffrey (1974) to investigate the 
beliefs and attitudes which are correlated with success in maintaining weight loss. 
They found that during the treatment phase both self-control and extemal-control 
methods were equally effective in achieving significant weight losses. However, after 
the treatment phase had been completed, successful maintenance of weight loss was 
only achieved by those subjects who had practised self-control techniques. The 
particular methods that were most beneficial were those where subjects practised self­
reward for maintaining a certain weight. In addition, the authors suggested that the 
attribution of success to their own efforts resulted in more persistence of the 
appropriate behaviours.
However, despite the interest in individual's cognitions related to food intake, there has 
been relatively little research that has systematically explored the reasons for wanting 
to slim and whether different reasons have differential effects on weight loss.
1.2.2 The Role of Doctors.
The Metropolitan Life Insurance Company in the U.S.A. found that excess weight was 
associated with higher mortality at all ages and that the increased mortality was 
proportional to the degree of obesity. Dublin (1953) reported that overweight people 
who had been refused insurance at normal premiums enjoyed average life expectancy 
after they had reduced their weight to within the desirable range. Particular medical 
complications associated with obesity include hypertension, diabetes, cerebrovascular
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diseases and coronary heart disease (Kannel, Lebauer, Dawber & McNamara, 1967).
Considering the major medical complications that may arise in conjunction with 
obesity, it might be expected that doctors would play an important role in encouraging 
the obese to lose weight and would give the necessary information to help them achieve 
this. Ashwell (1973) reported the findings of the Consumers' Association in the U. K. 
which surveyed over 2,000 people trying to slim. They found that 50% had consulted 
their doctor specifically concerning their weight problem, but only 28% had been asked 
to return regularly for the doctor to check on their progress. 9% were even told not 
to worry about their weight even though they were, in fact, overweight. It is clear 
from this that the level of enthusiasm of doctors for treating the obese is very low. 
Indeed, Maddox and Liederman (1969) conArmed this by directly questioning the 
doctors themselves. They reported that most doctors preferred not to manage the 
overweight and most did not in fact do so. From this evidence, it might be expected 
that the beliefs and attitudes of overweight individuals regarding their obesity will not 
be markedly changed by their doctors, as this latter group have shown such a lack of 
interest in treating these patients.
1.2.3 The Role of the Media.
The role of the media in health education is often considered to be an important one 
in modem society. Numerous programmes are currently being shown on television 
which focus on the importance of keeping fit and healthy through the use of diets and 
exercise. However, Katz and Lazarsfeld (1955) found that personal influence from
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friends and relatives was more effective in changing attitudes than any messages 
received from the media. Furthermore, they could not find any evidence for the 
relative effectiveness of any particular medium. Field studies carried out more 
recently on health education in Malaysia (Vebrugge, 1978) have found that only 7% 
of the women claimed to have been primarily influenced by the mass media.
Two studies in particular have shown varying degrees of effectives of the mass media 
in health education. The Finnish North Karelia Project (Koskela, 1976) attempted to 
reduce smoking and the intake of high-fat foods as well as increasing blood pressure 
monitoring. They reported that the project was fairly successful in changing lifestyles 
in accord with the information given, but unfortunately no statistics were presented 
regarding weight loss. In California, Maccoby and Alexander (1980) reported on a 
health education programme designed to reduce risk factors associated with coronary 
heart disease. Knowledge was indeed increased about the risk factors involved 
(including being overweight), however, no clinically significant reductions were 
obtained in cigarette smoking or blood pressure levels.
1.3 THE PRESENT STUDY.
The aim of the present study was to investigate the relationship between reasons given 
for wanting to lose weight (as evidenced by beliefs and attitudes), and success in losing 
weight.
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1.3.1 Research Technique.
It was important to find a way of examining the area of research with a technique that 
would take account of the complexity of issues, the large number of variables present 
and differences between individuals. A multi-variate technique was required which 
would preferably be non-metric and which would preserve the nature of the structure 
of the set of variables. Guttman and Lingoes (Lingoes, 1973) have developed a series 
of non-metric multi-dimensional statistical procedures now emerging as a major tool 
in the social sciences. These techniques can hold a large number of variables and 
make no assumptions about the underlying structure of the data (i.e. they have no 
special assumptions with respect to linearity), and the results remain invariant under 
rotation which eliminates the necessity of choosing between oblique and orthogonal 
solutions (Bloombaum, 1970). The advantage of these procedures is that they 
facilitate the discovery of patterns in the empirical data that may not necessarily be of 
the more traditional dimensional kind. Multi-dimensional scaling procedures produce 
output plots that render a body of data in a visual display that is easily comprehensible.
The statistical techniques used to analyse the data were the Smallest Space Analysis 
(SSA) and the Multi-dimensional Scalogram Analysis (MSA) as included in Guttman 
and Lingoes (1973) statistical procedures.
1.3.1a Smallest Space Analysis (SSA).
SSA refers to a group of computer programmes for spatial analysis of data matrices.
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such as correlation matrices (Lingoes, 1979). SSA can handle large numbers of 
variables, and makes the structure of data easily displayed in a geometric 
representation. Given a table of relationships among variables for a particular sample, 
the computer plots the variables in the smallest number of dimensions possible that will 
preserve the rank order of the relationships. The more closely related variables are 
(that is, the higher their correlation), the more closely they will be plotted in space. 
Variables are distributed into regions which are co-ordinate free. The map can then 
be examined to see whether there are regions which represent the facets as defined in 
the original mapping sentence.
1.3.1b Multi dimensional Scalogram Analysis (MSA).
MSA is a technique for looking at relationships among subjects. It is useful for a 
research design in which information on each subject is collected on a number of 
variables. Each subject can be defined by a profile of scores on each variable. MSA 
creates a representation of these multivariate proûles in a geometrical space, plotting 
each profile as a point in the space so that there will be a clear partition of the space 
into regions according to the values of each variable. In addition, each individual's 
profile is plotted such that it is closest to the individual with the most similar profile, 
and furthest away from that individual whose profile is most dissimilar.
1.3.2 Facet Theory.
Facet Theory, developed by Guttman (1965), provides an approach for proposing a
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"defmitional system" to describe a universe of observations. The research question 
can be explored by examining the correspondence between the hypothesised properties 
of the definitional system and the structure of the observations as revealed in the 
regions of contiguity in a smallest space analysis (Lingoes, 1973).
A definitional system in the form of a mapping sentence is derived from the 
specification of facets and the role they play in relation to each other. This is then 
used to derive a set of observations which provide a test of the validity of the original 
category scheme. Thus support for the defmitional system is gained when different 
variables or facets are found to lie in different regions of the plot resulting from the 
smallest space analysis.
1.3.3 Derivation of the Mapping Sentence.
The mapping sentence is a linking of the facets related to the study in question and 
describes the facets and the roles they play. It represents the hypothesis proposed for 
the correspondence between the mapping sentence and the empirical aspect of the 
observation in its spatial representation e.g. SSA (Shapiro & Zvulun, 1978).
To be effective, the elements of each facet must be mutually exclusive, and each facet 
must be conceptually distinct from all others. The proposed relationships among a 
facet's elements are directly testable by examining the relative location of each element 
region in the spatial analysis. First-order hypotheses are those relating to the existence
of contiguity regions, while second-order hypotheses relate to order.
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The mapping sentence evolved was:
To what extent does person (x) feel that
A SOURCE
(1. Her own experience 
(2. Her husband 
(3. Her doctor 
(4. The media
B REASON
) led her to (1. Feel healthier )
) believe that (2. Feel fitter )
) she would (3. Be more physically attractive )
) (4. Have fewer clothing problems )
(5. Suffer less social stigma )
(6. Be less anxious in social
situations )
(7. Feel less depressed )
if she lost weight, as rated RESPONSE 
(1. Not really at all 
(2. Not very much 
(3. To a slight degree 
(4. To a fair degree 
(5. Quite a lot 
(6. Very much 
(7. Very much indeed
where (x) are drawn from married women attending slimming groups.
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1.3.4 Origin of Facets.
The facets were derived from two sources: the literature and pilot interviews. One 
slimming group was attended for six weekly meetings before informal interviews were 
carried out.
Facet A.
This derived from both pilot interviews and the literature. Discussions with 
participants in the slimming group had revealed the importance for some of both doctor 
and husband in encouraging or persuading the women to lose weight.
The literature suggests that the media has a separate role from interpersonal contact in 
changing people's beliefs (Vebrugge, 1978)
Facet B.
Again, both the literature and pilot interviews played an important part in suggesting 
the separate elements involved in the reasons that women have for wanting to lose 
weight, (e.g. Craddock, 1977 - health and appearance, Rodin, 1982 - social stigma, 
Leon & Roth, 1977 - depression and social anxiety).
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2 METHOD.
2.1 Research Instrument.
The content facets (A and B) of the mapping sentence meant that there were 4 x 7  = 
28 subsets of evaluation. That is, there were 28 questions related to the object of the 
study, reasons why women want to lose weight. Each question is termed a structuple 
and can be specified from the mapping sentence notation of lettered facets and 
numbered elements.
e.g. Structuple A1 B2 notates the item "To what extent does person (x) feel 
that her own experience led her to believe that she would feel fitter if she lost 
weight. "
The structuples were used as a template to derive the items that were to form a 
questionnaire. All 28 structuples were suitable, and, in addition, two more were 
included. One was inserted to check people's understanding of the term 'social 
stigma' (Item 21). The other was a more general question relating to self-confidence 
(Item 16).
The 30 items were then put into readily understandable English. In addition to the 3 0 
structuples derived from the mapping sentence, numerous items of a more factual 
nature were included. These referred to such variables as age, height and weight.
Further questions were included as to the nature of any discussions the respondents had 
had with their doctor and husband in order to provide some check of the reliability of 
their answers to the relevant structuples.
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2.2 Pilot Test of Questionnaire.
18 women in a slimming group were chosen to participate in the pilot test of the 
questionnaire. They were selected, as far as possible, to represent a wide range within 
the group for such variables as age and degree of overweight. Each participant was 
given an individual interview a week later to discuss the questionnaire and any 
ambiguities or problems within it.
A few minor alterations were made in the wording of a couple of items and the final
version of the questionnaire was then prepared.
The 30 questions derived from the mapping sentence were placed in random order in 
the first half of the questionnaire. The scoring system and instructions were adapted 
from a similarly derived questionnaire (Kenny & Canter, 1981) and placed at the front.
The final questionnaire was typed on 6 duplicated sheets, stapled together, with a space 
at the end for any other comments. A copy of this questionnaire can be found in 
Appendix 1. The structuple formation for each question is shown in Table 1.
147
TABLE 1 Showing Question Numbers and Meanings.
SOURCE REASON QUESTION NUMBER
A1 Own Experience
A2 Husband
A3 Doctor
B1 Health 19
B2 Fitness 24
B3 Attractiveness 2
B4 Clothes 27
B5 Social Stigma 30
B6 Anxiety 10
B7 Depression 7
B1 Health 8
B2 Fitness 9
B3 Attractiveness 12
B4 Clothes 15
B5 Social Stigma 3
B6 Anxiety 17
B7 Depression 26
B1 Health 29
B2 Fitness 20
B3 Attractiveness 25
B4 Clothes 6
B5 Social Stigma 23
B6 Anxiety 4
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A4 Media
B7 Depression 13
B1 Health 11
B2 Fitness 1
B3 Attractiveness 5
B4 Clothes 18
B5 Social Stigma 14
B6 Anxiety 28
B7 Depression 22
2.3 Follow-up Questionnaire.
AAer submitting the results of the questionnaire to smallest space analysis (SSA), a 
follow-up questionnaire was designed. This comprised 8 structuples which had been 
shown by the analysis to be of central importance. It also asked the respondents to 
state their present weight and how many meetings they had attended in the last 8 
weeks. This questionnaire was submitted to members of slimming groups who had 
filled in the first questionnaire and who were present at the meeting taking place after 
an interval of 8 weeks. A copy of this questionnaire can be found in Appendix 2.
2.4 Subjects.
As the vast mgqority of people attending slimming groups are women, it was decided 
to restrict the sample to women only. The study was also aimed at exp loring the role 
that husbands played in their wives' slimming, and so widows, divorcees and single
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women were excluded Aom the study.
A total of 154 married women presently attending a slimming group completed the first 
questionnane. AAer an 8 week interval, 66 of these women were available to 
complete the follow-up questionnaire.
2.5 Slimming Groups.
8 slimming groups in the Epsom/SuAon/Wimbledon area participated in the study. 
Two groups were run by Health Visitors in N.H.S. Health Centres and the remaining 
six groups were privately run.
2.6 Procedure.
The leader of each slimming group was initially contacted by telephone to describe the 
research proposed. Individual visits were then made to clarify any questions and to 
arrange a convenient date to give out the questionnaires.
Each slimming group attended was given a standard explanation before the 
questionnaire was handed over. A copy of this introduction can be found in Appendix 
3. The questionnaires were then filled in individually by the slimmers and were 
returned at the end of the meeting.
AAer an interval of 8 weeks, each slimming group was revisited and the follow-up
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questionnaire was given to those present who had completed the first questionnaire. 
In addition, the leader of each group was asked to describe the main treatment methods 
employed in the group.
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3 RESULTS
Summary
The data Aom a response of 154 completed questionnaires were analysed.
Descriptive statistics on Aequencies and weight loss over time yielded useful 
information as to the characteristics of the subjects attending the slimming groups.
When submitted to smallest space analysis (SSA), support was found for both Facet A 
(Sources) and Facet B (Reasons). The four sources were found to lie in diAerent 
regions of the space and to be qualitatively distinct. The reasons were found to lie in 
three separate regions, representing an ordering Aom physical health, to appearance 
and psychological health. A second SSA revealed that factual questions related to 
aspects of health were present in one region of the space.
MSA's carried out revealed that there was no relationship between the sources and 
weight loss, or between the reasons and weight loss. The reasons, however, were 
found to form a cumulative scale.
The MSA on the follow-up questionnaire found that there was no relationship between 
attitude change over time and weight loss.
Finally, an analysis of motivation (the total sum of reasons) and weight loss revealed 
that there was no relationship between these two variables.
152
3.1 Frequency Distributions
(i) Age
% of Ss 
40
20
36
24
18 18
30 40 50 60 70
(ii) Weeks in treatment 
% of Ss
JZ2
70
35
40-
10 20 30 40 50 60 Number of weeks
(iii) Degree of Overweight (Ley, 1980. See Appendix 4)
A)AU Ss
54
% 50 % 50 -
of Ss of Ss
28
25' 25 -
17
1
1 2 3 4
B) Ss over 10 weeks in treatment
45
12 .
38
Degree of overweight
1 2 3
Degree of overweight
Key: 1 = Not overweight
2 = Mildly overweight
3 = Moderately overweight
4 = Grossly overweight
153
(iv) Referrer
% of Ss
43 42
40 -
20
10
q  11
4 Referrer
Key: 1 = Self 
2=  Friend
3 = Relative
4 = Doctor
(v) Reasons for Slimming 
% of Ss
50 L_il_
25
30
H P C D
Key: H = Health
P = Physical Attractiveness
(iv) Presence of Health Problem 
% of Ss
70
35
68
32
No Yes
C = Clothes
D = Depression
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(vii) Discussion with Doctor 
% of Ss 
60
30
59
- 8 -----
_12_
15
2 3
Key 1
2
3
3
1
No discussion 
Diet
Lose weight 
Lose weight
(viii) Discussion with Husband 
% of Ss I 
40
20
40
Key: 1 = No discussion
2 = Against
3 = Does not mind
4 = Encourages
13
4 5 6 Discussion
4 = Do not lose weight
5 = Join Slimming Club
6 = Will improve health
27
8 Discussion
5 = Will improve appearance
6 = Less clothing problems
7 = Will improve health
8 = Will feel less depressed
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(ix) Message of media 
% of Ss I
60
30
15
Key: 1 = No message
2 = Eat less
3 = Will improve appearance
1&
4 5 Message
4 = Will improve health
5 = Will feel less depressed
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3.2 Treatment Methods
TABLE 2 Showing the main treatment methods used in each slimming 
group.
SLIMMING
GROUP
DIET GROUP
THERAPY
EXERCISE
A(NHS) Yes Yes No
B(NHS) Yes Yes Yes
C Yes Yes No
D Yes Yes No
E Yes No Yes
F Yes No Yes
G Yes No No
H Yes Yes No
All of the group leaders reported that diet was one of the main treatments used. Six 
of the leaders reported that group therapy was practised, while only two of the groups 
included exercise in their programme.
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3.3 Weight Loss over Time
FIGURE 1 , Showing rate of weight loss over time
Weight lost 2.0 i
Per week j
1.5 I
—i
1.0
0.5
10 20 30
Weeks in treatment
40 50
This shows that at the start of treatment weight loss per week averages 2 lbs. 
However, there is then a rapid decrease of this rate, until a plateau is reached,
whereupon an average weekly loss of about 0.5 lbs can be expected over a period of 
up to one year.
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3.4 TABLE 3 Showing mean response scores for all Ss (N = 154)
SOURCE REASON MEAN S.D.
Own experience Health 5.26 1.49
Fitness 5.54 1.34
Attractiveness 4.81 1.59
Clothes 5.38 1.60
Social Stigma 2.94 1.66
Social Condemn. 2.56 1.52
Anxiety 3.92 1.88
Depression 4.75 1.95
Self Conhdence 5.42 1.47
Husband Health 3.03 1.97
Fitness 3.47 1.91
Attractiveness 3.18 1.98
Clothes 3.08 1.91
Social Stigma 1.89 1.40
Anxiety 2.03 1.47
Depression 2.32 1.65
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3.4 Continued
SOURCE REASON MEAN S.D.
Doctor Health 3.70 2.21
Fitness 3.60 2.12
Attractiveness 1.52 1.11
Clothes 1.65 1.53
Social Stigma 1.68 1.31
Anxiety 1.64 1.32
Depression 2.14 1.73
Media Health 4.36 1.67
Fitness 4.33 1.73
Attractiveness 3.96 1.72
Clothes 1.65 1.53
Social Stigma 1.68 1.31
Anxiety 1.64 1.32
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Table 3 shows that there is a defïnite order in the mean response scores relating to the 
four separate sources. The highest scores relate to own experience, then the media, 
husband and Anally doctor. There is also an ordering of the mean response scores to 
the reasons, with scores relating to health being higher than those relating to 
appearance and psychological well-being.
3.5.1 SSA on 30 Structuples
An SSA was carried out on the 30 Structuples derived from the mapping sentence: 
To what extent does person (x) feel that 
A SOURCE B REASON
(1 Her own experience )
(2 Her husband )
(3 Her doctor )
(4 The media
led her to (1
believe that (2
she would (3
(4
(5
(6
Feel healthier
Feel fitter
)
)
Be more physically 
attractive )
Have fewer clothing 
problems )
Suffer less social 
stigma )
Be less anxious in 
social situations )
(7 Feel less depressed )
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if she lost weight, as rated RESPONSE
(1 Not really at all
(2 Not very much
(3 To a slight degree
(4 To a fair degree
(5 Quite a lot
(6 Very much
(7 Very much indeed
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FIGURE 2 Showing 3 dimensional solution
VECTOR 1
12H
3H
210
9H 8H
4D 26H
17H
3 0 0 /  15H
25D
20D
IM10029D
160
28M13D
2401906D
22M23D
27018M
5M
14M
IIM
CoefAcient of alienation 0.17
Key: Items relating to
O = Own experience 
H = Husband
D = Doctor 
M = Media
This plot shows that items relating to sources are found in different regions of the 
space. This finding supports Facet A. The distribution of the elements within the 
space can be interpreted as being qualitatively distinct.
Item numbers 1 and 7 fall outside the regions as partitioned, relating to media/fitnes 
and own experience/depression.
Figure 3 Showing 3 dimensional solution
VECTOR 1
V
E
C
T
O
R
70 100
160
I 25D 26H
-......-."I
210
300
22M
28M
4D 13D
15H 12H/ 18M
Coefficient of alienation 0.17 
Key as for Figure 2.
This plot shows that items relating to sources are again found in different regions of 
the space, thus supporting Facet A. This time, however, the elements can be 
interpreted as being qualitatively distinct with an ordering from doctor to own 
experience. The media is found to exist as a subsection within the region of own 
experience.
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FIGURE 4 Showing 3 dimensional solution
VECTOR 1
7D lOA
16SCF
30S
28A
21S 25P
22D
14S
26D
25P
5P 2P24S
17ATi 6C 4A
13D
15C
12P
9F
27C8H
20F
29H
19H 24F
Coefficient of alienation 0.17
Key: Items relating to
H = Health C = Clothes
F = Fitness D = Depression
P = Physical Attractiveness 
A = Anxiety
S = Social Stigma
SC = Social Condemnation
SCF = Self Confidence
This plot shows that items relating to reasons for slimming are found in three different 
regions of the space. Thus the original seven elements of this facet have been reduced 
to three, representing physical health, appearance and psychological health. This 
finding supports Facet B. The distribution of the elements within the space can also 
be interpreted as an ordering from less widely held beliefs about psychological health 
through to most widely held beliefs about physical health. Item number 27 falls 
outside the regions as partitioned, relating to own experience/clothes.
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3.5.2 SSA on Factual Questions
The answers to each question on the second half of the questionnaire were coded as 
shown in Appendix 4.
SSA is best suited to questions whose answers can be placed in a rank order. 
However, even though a rank order was not present in the answers given to each of the 
factual questions, an SSA was, nevertheless, carried out on these questions in order to 
obtain an indication of the relationships existing between them.
FIGURE 5 Showing 3 dimensional solution
___________________ VRCIOEJ-------------------------------------------------- —
V
E
C
T
O
R
13
18
11
12 21
20
14
17
4
Coefficient of alienation 0.18 
Key:
1 Age 8 Whose idea 15 Health problem
2 Weeks in treatment 9 Referrer 16 Doctor discussion
3 Meetings attended 10 Health reason 17 Husband discussion
4 % meetings attended 11 Fitness reason 18 Media message
5 Degree of overweightl2 Appearance reason 19 Doctor involved
6 % weight lost 13 Clothes reason 20 Husband involved
7 Target weight 14 Depression reason 21 Media involved
This plot shows that items relating to aspects of health are found in one region of the
space.
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3.6 MSA'S
There is an upper limit of 100 subjects for MSA, and so 100 subjects from the original 
154 were selected at random.
Two MSA's were carried out on the basis of the SSA partitioning of the 30 structuples,
in order to explore the relationships between the sources and weight loss and between
the reasons and weight loss. A Weight Loss Index was calculated for each individual
to be included in the MSA's. This was derived from the equation below:
Weight Loss Index = Weight Loss 4- Weeks in treatment 
Original weight
(i) MSA on Sources
Averages were computed of the seven scores relating to each separate source for each 
individual. These four scores and the Weight Loss Index for each subject were
submitted to the MSA.
Distinct regions of individuals representing high scores (5,6), medium scores (3,4), and 
low scores (1,2) were found for the three sources of own experience, husband and 
media, as shown below. However, no clear partitioning was possible for the doctor 
source or for the weight loss index. Thus no relationship was found between weight 
loss and any of the four sources. In addition, when the individuals were inspected in 
terms of which sliming group they attended, no clear partitioning was possible, thus 
showing that there were no differences between the groups with regard to the 
influences of the separate sources.
High
Medium
Low
Fig. 6 Husband
Medium
High
Low
Fig. 7 Own experience
Medium
High
Low
Fig. 8 Media
Figures show the partitioning of the MSA space for three sources.
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(ii) MSA on Reasons
Averages were computed of the scores relating to each group of reasons for each 
individual. These three scores and the Weight Loss Index for each subject were 
submitted to the MSA.
A distinctive horseshoe shape was recovered from the MSA. The plots for each of 
the reasons all showed a clear sequence of ordering from low scores at one end of the 
horseshoe to high scores at the other end, as shown below. This can be interpreted 
as providing evidence for these elements forming a cumulative scale. However, no 
ordering was evident in the scores relating to the weight loss index, thus showing that 
there was no relationship between the reasons and weight loss.
When the individuals were inspected in terms of which slimming group they attended, 
no clear partitioning was possible, thus showing that there were no differences between 
the groups with respect to the reasons for wanting to lose weight.
Medium
LowHigh
FIGURE 9 Showing MSA on reasons
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(iii) MSA on Health Questions
An MSA was carried out on the six factual questions (Numbers 1,5,8,10,15,19) 
relating to health that had been found to lie in one region of the space in the SSA (See 
Fig.5). Question No. 16 was omitted relating to the nature of the discussion with the 
doctor, as the answers to this question could not be rank ordered.
Question numbers included in analysis:
1 Age
5 Degree of overweight 
8 Whose idea to lose weight
10 Health reason
15 Health problem
19 Doctor involved
A horseshoe shape was recovered from the MSA. The plots for all six variables 
showed a clear sequence of ordering from low scorers at one end of the horseshoe to 
high scores at the other end, as shown below. This can be interpreted as providing 
evidence for the additivity of these questions. Thus each individual varies with respect 
to the consideration of health in their slimming.
Medium
HighLow
FIGURE 10 Showing MSA on health questions.
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Each individual's overall score on the summation of these six health questions was 
correlated with their 12 average scores relating to the four sources and three reasons 
in order to provide a check on the consistency of subjects' responding.
Table 4 below shows that although all the correlations are rather low, the highest 
correlation is between Health Score and doctor/health average.
TABLE 4 Showing correlations between Health Score and 12 sources/reasons
averages.
SOURCE REASON CORRELATION 
WITH HEALTH 
SCORE
Own experience Physical Health 0.15
Appearance 0.11
Psychological Health 0.15
Husband Physical Health 0.21
Appearance 0.04
Psychological Health 0.21
Doctor Physical Health 0.26
Appearance 0.04
Psychological Health 0.15
Media Physical Health 0.02
Appearance 0.08
Psychological Health 0.08
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(iv) MSA on Follow-up Questionnaires
66 subjects completed the follow-up questionnaire, representing a follow-up rate of 
43%.
As there is an upper limit of 100 subjects for MSA, 50 subjects were selected at 
random. Each subject accounted for two individual points - when the first 
questionnaire was completed and the follow-up questionnaire after 8 weeks.
Weight changes varied from a gain of 4 lbs to a loss of 12 lbs, and were coded on a 
9-point scale.
Thus the MSA consisted of 100 subjects (each subject twice), 8 scores relating to the 
8 questions (at time 1 and time 2) and weight loss code.
FIGURE 11(a) Showing individuals’ attitude changes over time
FIGURE 11(b) Simplified plot of attitude changes over time.
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It can be seen from the MSA output plots in Figures 11(a) and (b) that there were 
general directions of attitude change, forming a U-shape. However, when these 
changes were observed with respect to weight loss, there was no relationship apparent 
between attitude change and weight loss. That is, the same ratio of weight losers to 
weight gainers (approximately 3:1) was found within each of the three m^or groups 
representing different directions of attitude change.
When the eight individual questions were inspected in terms of attitude change, only 
questions 1 and 2 (relating to media/attractiveness and husband/Atness) showed major 
shifts over time from high scores to low scores. Question 3 (relating to own 
experience/anxiety) showed only a few individuals changing from high to low scores, 
the remaining individuals on this question showing consistent scores. For questions 
4-8, all subjects consistently scored the same score on both occasions or within one 
point.
When the individuals were categorised as to which slimming group they attended, there 
was no clear partitioning possible, showing that there were no differences between the 
groups with respect to attitude change.
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3.7 Motivation and Weight Loss
The horseshoe shape of the MSA on reasons (Fig. 9) indicated that these elements 
formed a cumulative scale. Thus a direct investigation was possible of the relationship 
between the summation of reasons (i.e. motivation) and the weight loss index.
The figure below shows that there was no direct relationship between level of 
motivation and weight loss.
Weight
Loss
Index
.01
.005
20 40 60 80 100
Motivation Scale
FIGURE 12 Showing the relationship between motivation and weight loss.
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4 DISCUSSION.
This discussion explores the findings of the present study and relates them to previous 
research already reviewed in the introduction. Implications for future research are 
suggested and the contribution of multi-dimensional statistical procedures evaluated.
4.1 Background Analysis.
(i) Slimming Population Characteristics.
The age frequency distributions, (Fig. 3.1(i)), revealed that the 30-40 year olds 
represented the largest age group attending the slimming clubs, with increasingly older 
age groups being represented in correspondingly smaller numbers. When it is 
remembered that the prevalence of obesity varies directly with age (Montegriffo, 
1968), it is apparent that the older age-groups were noticeably under-represented in 
these groups.
The total number of men attending the slimming groups included in this research was 
two. This represented less than 1 % of the total subjects. Considering the estimate 
that 37% of men are 20% overweight (Silverstone et al., 1969), the male population 
was considerably under-represented in these groups. It is interesting to And that both 
of these men were attending slimming groups run within the NHS. The greater 
proportion of women attending these groups would seem to support Clifford (1971) 
who found that women were more critical of their bodies than men and more frequently 
wished to lose weight.
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These two Andings of age and sex distributions suggest that the slimming groups are 
attracting a selective population, consisting mainly of 30-40 year old women. Thus, 
the function of these groups to provide simply a treatment for obesity may be called 
into question. In informal interviews, many of the slimmers reported that the weekly 
meetings represented their only opportunity to meet other women. The meetings were 
seen as an important event in their social lives, regardless of the success they achieved 
in losing weight.
A large majority (72%) of the women had attended the groups for less than ten weeks 
(Fig. 3. l(ii)). It follows that only 28% were continuing treatment aAer that period. 
This is in close agreement with Ashwell (1978) who reported a drop-out rate of about 
70% in twelve weeks. When the average weekly weight loss rate was inspected for 
these groups, (Fig. 3.3), it was evident that higher weekly weight losses were made 
during these first ten weeks than during subsequent weeks. This slowing down of 
weight loss rate over time may have an important effect on attendance of the groups 
and may dishearten potential slimmers who And that even while keeping to the diet 
programme, an ever-increasing number of days is required to lose 11b in weight.
It is somewhat surprising to find that 17% of the sample were not overweight at the 
start of treatment, (as calculated in Ley, 1980), while a further 54% were only mildly 
overweight (Fig. 3.1(iii)). This might be expected to account in part for the high 
drop-out rate, in accordance with Christakis (1967) who found that mildly overweight 
individuals were less likely to continue treatment aAer their Arst meeting. However,
175
an analysis of those in treatment for more than ten weeks indicated that again 17 % of 
those subjects had not been overweight when they had started treatment. Thus it 
would seem that degree of overweight when joining the slimming group is not a good 
predictor of who will drop out in the early weeks of treatment. This in turn provides 
further evidence for the function of the slimming groups to include roles other than 
simply a treatment for the overweight.
(if) Treatment.
All eight of the group leaders reported that the main treatment was a calorie controlled 
diet (Fig, 3.2), although the sped Ac diet programmed varied Aom one group to 
another. A large proportion of time spent in each meeting was devoted to descriptions 
of foods allowed. This may be considered to be a rather wasteful use of time, as 
Ashwell (1978) reported that most patients who consult their doctor about losing 
weight have tried dieting and failed. Thus it would appear that slimmers already 
possess knowledge of dieting, but lack the ability to adhere to the diet.
SpeciAc mention of group therapy was made by six of the group leaders, although all 
the groups made use of group pressure to varying degrees. The only apparently 
consistent use of the groups was in responding to the announcements made of 
individual's weight losses or gains, when the group as a whole would either clap or 
voice their disappointment. This practice was followed in all eight of the groups.
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It is interesting to find that only two of the groups actively included exercise in their 
weekly meetings. However, many of the slimmers in these two groups would leave 
the meetings before the exercises were practised. It may be that the other groups had 
come to realise that exercises were not popular and so had excluded them Aom the 
meetings, even though they encouraged the slimmers to take some form of exercise 
during the week.
None of the group leaders reported using behavioural or psychological techniques in 
theA Aeatments and seemed unaware of the vast psychological literature available on 
the treatment of obesity. However, most of the groups did, in fact, employ some of 
the standard techniques, including self-monitoring of food intake, eating more slowly
and eating off a smaller plate.
Individual assessments of the reasons that the participants had for wanting to lose 
weight were rarely made. Indeed, three of the group leaders reported that this would 
cause embarrassment to the slimmers. All of the groups focused, instead, on the 
individual weight losses achieved.
The overall impression of the eight groups included in this research was that then 
programme contents were very similar, sAessing diet and monitoring weight loss. It 
would appear that a more comprehensive programme including behavioural techniques, 
that have been rigorously tested and proved successhil, would result in greater weight 
losses. More adequate Aaining of the group leaders would seem to be necessary in 
order for them to make then slimming groups more eAective.
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4.2 Mapping Sentence.
(!) Sources.
The SSA carried out on the 30 structuples of the questionnane, derived Aom the 
mapping sentence, revealed that items relating to diAerent sources were found in 
diAerent regions of the space, thus supporting Facet A (sources). In addition, the plot 
(Fig. 2) could be interpreted as demonsAating this facet to have a polar role, with the 
sources being qualitatively distinct. There was also evidence Aom one plot (Fig. 3) 
that this facet played an axial role, with an ordering present Aom the doctor source 
through to personal experience. This plot also showed that the media could be viewed 
as a subsection of personal experience. Further evidence Aom the MSA (Figs. 6,7,8 ) 
supported the Anding that these four sources were qualitatively distinct. It was clear 
Aom the MSA output plots that certain subgroups of individuals could be identiAed in 
terms of theA scores for the separate sources. However, a more detailed analysis of 
these individuals would be requAed in order to describe theA particular characteristics.
It might have been expected that those individuals aAending the groups within the NHS 
would be more likely to have high scores for the doctor source, but this was not found. 
The same proportion of individuals referred by theA doctors was found in the NHS 
and non-NHS groups. This is probably because only a small number of health cenAes 
in the area ran slimming groups and therefore doctors had to refer theA overweight 
patients to privately run groups.
It was evident that there was no relationship between any of the sources and weight
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loss. Thus it would appear that success in slimming does not depend on which source 
of information has influenced the individual to lose weight. An individual is equally 
likely to achieve weight losses whether her doctor, her husband, the media or her own 
experience has led her to believe that certain beneAts would follow Aom losing weight.
The mean response scores for each quesAon (Table 3) showed a clear ordering in terms 
of sources. Items relating to personal experience were consistently given higher 
scores than the other sources. The next highest scores related to the media, then 
husband and finally doctor. Thus Silverstone's (1975) statement that "personal 
experience....seems to be the most eAective motivation for weight reduction" is 
supported in that it recognises the importance of internally as opposed to extemally- 
derived motivation. Therefore it may be true to say that personal experience is the 
vital source in persuading women to embark on a weight reduction programme, 
however, the claim that this will serve as the most eAective motivation for weight 
reduction is not supported, as no evidence was found for a clear relationship between 
any of the sources and weight loss.
Previous Andings by Maddox and Liederman (1969) that doctors were least involved 
in Aeating the obese, and consequently were less likely to change people's beliefs and 
attitudes relating to slimming were supported. Fig. 3 .l(vii) showed that a remarkable 
59% of the women claimed to have had no discussion with theA doctor on the subject 
of being overweight. Of the others, 23 % received advice that they should lose weight, 
by dieting or joining a slinuning club. Only 15% were encouraged to lose weight 
because it would improve theA health. None of the subjects were dAecAy Aeated by
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the doctors themselves, nor asked to return at a later date, although 10% of the women 
were dAectly referred to a slimming group. Thus doctors were, indeed, found to play 
only a minor role in changing women's beliefs about losing weight.
The analysis also underlines the relatively small involvement of husbands in changing 
theA wives' beliefs about slimming, and the more prominent role played by the media. 
This is in conAast to reports Aom Vebrugge (1978) who found that Aiends and 
reladves were more inAuential than the media in changing women's aAitudes. It may 
be that the recent increase in the number of television programmes dAecAy relating to 
health and slimming has had a powerful eAect. However, the high scores related to 
the media are at variance with the reports that 63 % of Aie women claimed to have not 
been AiAuenced by this source (Fig. 3.1(ix)). This is a rather surprisAig Agure, as 
slimmers Aequently become obsessed with dieting and seek out any relevant 
Aiformation on the topic. Of those who admiAed the media's inAuence, 22% 
mentioned the advantages of losing weight, particularly for theA health.
AgaAi, a high percentage (40%) of subjects reported that they had had no discussion 
with theA husbands about slimming (Fig. 3. l(viii)). 20% of the husbands were either 
openly against theA wives losing weight or did not oAer any opinion. Of the others, 
27% encouraged and supported AieA wives, while the remainder emphasised the 
beneAts that would follow Aom losing weight, in particular improved health.
Thus it is clear that where external sources have been inAuential in forming beliefs and 
aAitudes towards slimming, the most AequenAy reported message is that losing weight
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will improve health. It is also apparent that, in general, external sources seem to play 
a rather minor role in changing women's beliefs about slimming.
(ii) Reasons.
Facet B of the mapping sentence, relating to reasons, was supported, as the SSA 
revealed three distinct regions (Fig. 4). These represented physical health (health and 
Atness), appearance (physical attractiveness and clothing), and psychological health 
(depression, anxiety and social stigma). A clear ordering of these reasons was also 
apparent, Aom less widely held beliefs about the eAects of weight loss on 
psychological health, through to the most widely held beliefs relating to the eAects on 
physical health. These broad groups of reasons support Cahnman's (1968) suggestion 
that being overweight is considered to be detrimental to health, a blemish to appearance 
and a social disgrace. In the SSA output plots no further partitioning was possible for 
the three reasons of anxiety, depression and social sAgma, and these have been labelled 
psychological healAi. However, it is apparent Aiat stricAy they represent two 
categories of reasons, that of psychological health (anxiety and depression) and social 
consequences (social stigma). It is interesting to note, therefore, that Cahnman has 
failed to recognise the dAect eAects on psychological adjustment of being overweight. 
It is clear, however, that the three categories retrieved in the SSA are not only used by 
normal weight individuals to describe the overweight, but also form the basis of 
slimmers' reasons for wanting to lose weight. This ordering of the reasons was also 
present in the answers to the dAect question relating to the main reasons for wanting 
to lose weight (Fig. 3.1(v)). This provides some measure of the consistency of 
responses and confirms the ordering found in the SSA.
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In addition, the MSA provided evidence that these three reasons form a cumulative 
scale (Fig. 9). This may be interpreted as the level of motivadon that each individual 
possesses to lose weight. However, the level of motivation was not found to have any 
direct relationship with weight loss (Fig. 12). It may be that the questionnaire 
employed in this study did not provide a sensitive enough measure of motivation and 
that this may have obscured any relationship present between motivation and weight 
loss. Refinement of the questionnaAe may be requAed in order to establish more 
fAmly the lack of a dAect relationship between these two variables. However, as the 
slimming process itself is a mulAfaceted subject, other variables that intervene between 
motivation and success in slimming must be considered in order to provide a more 
complete picture of the process.
An interesting fAiding was that the SSA on the second half of the questionnaAe 
revealed six variables relating to health to lie in one region of the space (Fig. 5). The 
MSA on these variables provided evidence that they formed a cumulative scale (Fig. 
10). Thus, several factors combine to produce an overall measure of the extent to 
which health plays a role in the consideration to lose weight. This may also be true 
for the other reasons reported for wanting to slim, so that a combination of speciAc 
variables are present within each reason.
(iii) Attitude Change.
The MSA carried out on the follow-up questionnaAe (Fig. 11(a)) revealed that the 
general trend was for aAitudes to remain stable, although there were some changes in 
aAitudes over time. Two questions, (relating to media/atAactiveness and
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husband/Atness), largely accounted for this trend. The respondents showed major 
shifts in aAitudes over the eight week interval Aom high to low scores for both these 
questions. It can only be speculated what led to these aAitude changes, but it may be 
that over time individuals come to take more responsibility for their own decision to 
slim and start to disclaim some external inAuences on this decision. Further 
investigations dAectly questioning the individuals on this subject would need to be 
carried out in order to clarify this. However, the MSA also provided evidence that 
these aAitude changes were not related to either weight loss or weight gain.
4.3 Implications.
It is clear that the slimming groups included in Aiis research were only atAacting a 
narrow, selective group of overweight individuals. These were nearly all women, 
mostly aged 30-40 years old and mildly overweight. Furthermore, a large majority 
only stayed in treatment for up to ten weeks. Further analysis would be needed to 
discover the characteristics of those individuals who drop out of Aeatment aAer a short 
time. This was not possible in the present study because of the limitations on time. 
The slimming groups were evidently fulfilling functions in addition to the proclaimed 
role of helping people to lose weight. A more social function has been suggested 
above and further research is needed to explore the other possible functions of these 
groups. Perhaps beAer results in terms of weight loss could be achieved if the group s 
were more clearly devoted to the cenAal aspect of slimming. Research dAected 
towards this issue would help clarify the essential components of a successful slimming 
programme.
183
The main aim of this research was to investigate the relationship between reasons for 
slimming and weight loss. There was evidence of a clear distinction between three 
groups of reasons, (physical health, attractiveness and psychological health), although 
there was no dAect relationship between these reasons and weight loss. This suggests 
that merely encouraging an individual to slim, by providing numerous reasons and 
describing beneAts that follow Aom losing weight, will not lead to greater success in 
slimming. AAention needs to be dAected towards helping people to maintain their 
weight losses once they have reached theA target weight. There is evidently enough 
pressure, Aom whatever source, to encourage people to lose weight, but this does not 
seem to be a guarantee of success in slimming.
Previous research, which has highlighted the greater success of men in losing weight, 
has tended to assume that because men are more oAen slimming for health reasons, 
(although evidence for this has been lacking), this leads them to be more success Ail in 
slimming. The present study has found that women, too, are generally more oAen 
slimming for health reasons rather than to improve their appearance. It can not be 
claimed, therefore, that moAvation accoimts A)r the diAerence in success between men 
and women. Clearly other variables have to be considered in the slimming process 
which may lead to this diAerence. Although this quesAon is beyond the scope of this 
research, it is obvious that women's greater responsibilities in the home for cooking 
and shopping may result in greater difAculties in keeping to the diet. Research is 
needed to investigate the diAerent problems that men and women encounter in trying 
to lose weight, and this may in turn lead to speciAc Aeatment techniques to overcome 
such problems.
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Finally, it may be noted that the multi-dimensional statistical procedures employed in 
this research have proved to be of considerable value. TheA abüity to preserve the 
richness of detail and complexity of informadon on individuals, while at the same time 
enabling the identiAcation of subgroups with distinct proAles and the identiAcation of 
underlying facets make them valuable as research methods. TheA conAibution to 
research in the clinical Aeld can be expected to grow and this movement is to be 
encouraged.
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APPENDIX 1
UNIVERSITY OF SURREY
SLIMMING SURVEY 
(CONFIDENTIAL)
This questionnaire is part of an M.Sc. dissertation which is looking at the reasons why 
women want to lose weight. This slimming group is one of a number which has been 
selected to take part in the survey.
How to answer this questionnaire
1. Please look at each question and circle one of the numbers from 7 to 1 which 
is closest to your opinion for that question.
2. Please Aeat each question separately. Although parts of the questions may be 
similar, they are in fact all diAerent and it is important that you should think 
about each one separately.
3. Please make sure that you answer every question.
4. There is space at the end for your own comments if any.
Thank you for your time and co-operation in completing this questionnaire.
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CAcle the number that comes closest to your own opinion:
1 = not really at all, 2 = not very much, 3 = to a slight degree, 4 = to a faA degree 
5 = quite a lot, 6 = very much, 7 = very much indeed.
1. Did the media lead you to believe that 
you would feel generally Atter if you
lost weight? 7 6 5 4 3 2 1
2. Did your own experience lead you to 
believe that by losing weight you
would become more physically attractive? 7 6 5 4 3 2 1
3. Did your husband lead you to believe 
that you would suAer less social
stigma if you lost weight? 7 6 5 4 3 2 1
4. Did your doctor lead you to believe
that you would be less anxious in social
situations if you lost weight? 7 6 5 4 3 2 1
5. Did the media lead you to believe that
by losing weight you would become more
physically attractive? 7 6 5 4 3 2 1
6. Did your doctor lead you to believe that 
you would have fewer clothing problems
if you lost weight? 7 6 5 4 3 2 1
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7. Did your own experience lead you to 
believe that you would be less depressed
if you lost weight? 7 6 5 4 3 2 1
8. Did your husband lead you to believe 
that your health would improve if you
lost weight? 7 6 5 4 3 2 1
9. Did your husband lead you to believe 
that you would feel generally Atter if
you lost weight? 7 6 5 4 3 2 1
10. Did your own experience lead you to 
believe that you would be less anxious
in social situations if you lost weight? 7 6 5 4 3 2 1
11. Did the media lead you to believe that 
your health would improve if you lost
weight? 7 6 5 4 3 2 1
12. Did your husband lead you to believe 
that by losing weight you would become
more physically attractive? 7 6 5 4 3 2 1
13. Did your doctor lead you to believe 
that you would be less depressed if you
lost weight? 7 6 5 4 3 2 1
14. Did the media lead you to believe that 
you would suAer less social stigma if
you lost weight? 7 6 5 4 3 2 1
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15. Did your husband lead you to believe 
that you would have fewer clothing
problems if you lost weight? 7 6 5 4 3 2 1
16. Did your own experience lead you to 
believe that you would feel more self-
conAdent if you lost weight? 7 6 5 4 3 2 1
17. Did your husband lead you to believe 
that you would be less anxious in social
situations if you lost weight? 7 6 5 4 3 2 1
18. Did the media lead you to believe that 
you would have fewer clothing problems
if you lost weight? 7 6 5 4 3 2 1
19. Did your own experience lead you to
believe that your health would improve
if you lost weight? 7 6 5 4 3 2 1
20. Did your doctor lead you to believe that 
you would feel generally Atter if you
lost weight? 7 6 5 4 3 2 1
21. Did your own experience lead you to 
believe that you would experience less
social condemnation if you lost weight? 7 6 5 4 3 2 1
22. Did the media lead you to believe that 
you would be less depressed if you
lost weight? 7 6 5 4 3 2 1
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23. Did your doctor lead you to believe that 
you would suAer less social stigma if
you lost weight? 7 6 5 4 3 2 1
24. Did your own experience lead you to 
believe that you would feel generally
Atter if you lost weight? 7 6 5 4 3 2 1
25. Did your doctor lead you to believe that 
by losing weight you would become more
physically attractive? 7 6 5 4 3 2 1
26. Did your husband lead you to believe 
that you would be less depressed if you
lost weight? 7 6 5 4 3 2 1
27. Did your own experience lead you to 
believe that you would have fewer
clothing problems A you lost weight? 7 6 5 4 3 2 1
28. Did the media lead you to believe that 
you would be less anxious in social
situations if you lost weight? 7 6 5 4 3 2 1
29. Did your doctor lead you to believe 
that your health would improve if you
lost weight? 7 6 5 4 3 2 1
30. Did your own experience lead you to 
believe that you would suAer less
social sAgma if you lost weight? 7 6 5 4 3 2 1
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Name:
Today's date:
Age:
Weight:
Weight when you joined the slimming group:
Your target weight:
Height:
What date did you start attending this slimming group?
How many meetings of this group have you attended?
Whose idea was it that you should lose weight?
Who referred you to this group?
What were your main reasons for wanting to lose weight?
Do you have any of the following physical health problems: 
high blood pressure, arthritis, diabetes, coronary heart disease?
If yes, please state which problems.
Do you have any other physical health problems related to your being overweight?
Have you had any discussions with your doctor about losing weight? If yes, please 
summarise what he/she said.
Have you had any discussions with your husband about losing weight?
If yes, please summarise what he said.
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Have you watched any television programmes, read any articles etc. on losing weight? 
If yes, please summarise what they said.
Any other comments:
Please check that you have answered all the questions. 
Thank you once again for filling in the questionnaAe.
G.M.G.
15 February 1983
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APPENDIX 2
UNIVERSITY OF SURREY 
FOLLOW-UP SLIMMING SURVEY 
(CONFIDENTIAL)
You may remember Ailing in a questionnaire on slimming for me recently. I should 
be grateful if you would be kind enough to answer the questions below which will be 
used in a follow-up study.
Thank you once again for your co-operation.
Name:
Today's weight:
Number of meetings attended in last 8 weeks:
Please look at each question below and cAcle one of the numbers Aom 1 to 7 which
is closest to your opinion for that quesAon.
1 = Not really at all
2 = Not very much
3 = To a slight degree
4 = To a fair degree
5 = Quite a lot
6 = Very much
7 = Very much indeed
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1. Did the media lead you to believe that 
by losing weight you would become more
physically attractive? 7 6 5 4 3 2 1
2. Did your husband lead you to believe 
that you would feel generally Atter if
you lost weight? 7 6 5 4 3 2 1
3. Did your own experience lead you to 
believe that you would be less anxious
in social situations if you lost weight? 7 6 5 4 3 2 1
4. Did your doctor lead you to believe 
that you would be less depressed if you
lost weight? 7 6 5 4 3 2 1
5. Did the media lead you to believe that 
you would suAer less social stigma if
you lost weight? 7 6 5 4 3 2 1
6. Did your husband lead you to believe 
that you would have fewer clothing
problems if you lost weight? 7 6 5 4 3 2 1
7. Did your own experience lead you to 
believe that your health would improve
if you lost weight? 7 6 5 4 3 2 1
8. Did your doctor lead you to believe 
that your health would improve if you
lost weight? 7 6 5 4 3 2 1
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APPENDIX 3
Introduction given to each Slimming Group.
"My name is Gillian Gough and I am on the Clinical Psychology course at Surrey 
University. As part of the course I have to present a dissertation and I am interested 
in looking at the reasons why women want to lose weight.
This slimming group is one of a number that has been selected to take part in the 
research. All you have to do is to All in the questionnaire and return it to me. I will 
be coming back in 8 weeks time with a follow-up questionnaire.
I hope that you will agree to take part in this study so that we may gain a better 
understanding of slimming. The informaAon that you give will be kept in the strictest 
conAdence, and the general findings will be published in my dissertation.
Thank you for your co-operation. "
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APPENDIX 4
Codes for Factual Questions on second half of Questionnaire.
1. 0 - 2 9  = 1
3 0 -3 9  = 2 
4 0 -4 9  = 3
5 0 -7 0  = 4
2. Number of weeks ago joined 1 - 10 = 1
1 1 - 2 0  =  2 
2 1 -3 0  = 3
3 1 -4 0  = 4 
41 - 50 = 5
5 1 -6 0  = 6
3. Number of meetings attended Codes as for 2.
4. % of meetings attended 0-50% = 1
50 - 74% = 2
75 - 100%= 3
5. Degree of overweight 
(from Ley, 1980)
W < 25 = 1 (not overweight)
6. % weight lost of body
weight
H 25 - 30 = 2 (mildly overweight) 
31 - 40 = 3 (moderately overweight) 
414- = 4 (grossly overweight)
0-5%  = 1 
6 -  10% =  2 
11 - 15% = 3 
16-20% = 4
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7. Target weight Codes as for 5.
8. Whose idea to lose weight Self = 1
Friend = 2 
Relative = 3 
Doctor = 4
9. Referrer Codes as for 8.
10. Health reason
11. Fitness reason
12. Attractiveness reason —  No = 1
13. Clothes Yes = 2
14. Depression
15. Health problem No = 1
Yes = 2
16. Discussion with doctor No discussion = 1
Diet = 2
Lose weight = 3
Do not lose weight = 4
Join slimming club = 5
Will feel less depressed = 6
Will improve health = 7
17. Discussion with husband No discussion = 1
Against losing weight = 2
Does not mind = 3
Encourages “  <4-
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Will improve appearance = 5
Less clothing problems = 6
Will improve health = 7
Will feel less depressed = 8
18. Message of media None = 1
Eat less = 2
Exercise = 3
Join slimming club =  4
Will improve appearance = 5
Will improve health = 6
Will feel less depressed = 7
19. Doctor involved
20. Husband involved —  No = 1
21. Media involved Yes = 2
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STUDY TWO
PEOPLE WITH A LEARNING DISABILITY AND THEIR
EXPERIENCE OF MARRIAGE
SECTION ONE; INTERVIEWS
SECTION TWO: CARD SORTING TASK
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ABSTRACT
A review of the literature revealed that depite an abundance of research on marriage, 
there have been few studies of people with a learning disability who are married. 
Those that have been carried out tend to examine superGcial measures of 'success'. 
The aim of the present study was to use qualitative methods to explore and describe the 
marriages of people with a learning disability by using their own accounts.
An interview schedule was designed and individual interviews took place with fifteen 
married couples living in the London Borough of Sutton, where either one or both 
partners had a learning disability. The data were subjected to thematic content analysis 
and the two main themes that emerged were power and social stigma. Evidence of the 
balance of power was found across a wide range of domains and lay with the partner 
without a learning disability or was more equally shared when both partners had a 
learning disability. Social stigma tended to be experienced by the individuals with a 
learning disability when single, but by their parmers without a learning disability after 
marriage.
The second part of the study was based on the information obtained in the interviews 
from the individuals with a learning disability. A card sorting task was given to these 
individuals and multidimensional scalogram analyses were carried out. Differences 
were evident between how they perceived themselves when single (lonely and lacking
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independence) and how they perceived themselves now married (feeling secure and 
more independent).
These results were discussed with regards to how they related to previous research. 
Implications for services and suggestions for future research were explored.
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1 INTRODUCTION
The present study sought to explore and describe marriages where one or both parmers 
has a learning disability by using individuals' own verbal accounts of their experiences 
of marriage. Previous research on marriage has tended to focus on marriages of 
individuals without a learning disability, or when it has addressed those with a learning 
disability it has tended to limit itself to superficial measures of 'success'. Whereas it 
is acknowledged that the numbers of people with a learning disability who marry are 
very small, a qualitative study may provide valuable information regarding the 
processes operating within their marriages and give participants their own voice to tell 
their stories. In this way it should be possible to ascertain if the theories and findings 
based on 'mainstream' marriages are relevant to and can incorporate marriages where 
one or both parmers has a learning disability.
The term learning disability has been used throughout the smdy in line with current 
terminology provided by the Ministry of Health. Even though some people with a 
learning disability have raised objections to the term, as it stresses their disability, it is 
used in preference to learning difficulties as this generally refers to children in 
education and can be confused with speciAc difficulties such as dyslexia.
As the Sutton Register for People with a Learning Disability provided the names o f the 
participants in the research, the definition of learning disability has been taken from the 
eligibility criteria of Merton and Sutton Community (NHS) Trust which runs the
207
Register. These criteria recognise that there is no natural line which divides people 
with a learning disability from those who do not have a learning disability. The four 
criteria used by the Trust are:
1. The person has delayed or interrupted cognitive development
2. The person has used or is already using and beneûting from learning 
disability services
3. The person will be able to beneAt from the services that learning disability 
services are able to offer
4. The person needs help from a learning disability service, rather than a
mainstream service, to achieve an ordinary pattern of daily living
1.1 Outline of Literature Reviewed
The introduction section includes a description of the normalisation philosophy and the 
changes this has sought to bring about in learning disability services, emphasising the 
need for socially valued roles for this client group. Despite the rhetoric, evidence is 
given for the continued marginalisation of people with a learning disability and the 
opportunities denied to them, resulting in social stigma and lack of participation in 
commonly valued lifestyles, including close personal relationships and marriage. The 
above literature sets the context in which marriage for a person with a learning 
disability is seen as an exceptional event and worthy of study in its own right. As there 
is a paucity of research into the marriages of people with a learning disability, the 
literature on 'mainstream' marriages is reviewed and questions are raised as to how the
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Andings may be applied to marriages where one or both partners has a learning 
disability.
1.2 Normalisation
There is widespread agreement that the normalisation principle has had a profound 
effect on the philosophy and practice of professionals in the Aeld of learning disability 
over the past three decades (Jackson, 1994). Its origins lie in Scandinavia, where the 
work of Niije was particularly inAuential and he summarised normalisaAon as follows: 
"Making available to mentally retarded people patterns of life and 
conditions of everyday living which are as close as possible to the
regular circumstances and ways of life of society." (Nirje, 1980, p. 33)
Normalisation presented itself as a philosophy, offering a system of values and beliefs
that would guide service providers. Since then, one of the main proponents of
normalisation, Wolfensberger, has sought to bring about Amdamental change in services 
for both children and adults with a learning disability (1972). Not only has he placed 
emphasis on the quality of services available, but he has also devised evaluation 
methods to measure this. One of the main results of the acceptance of normalisation 
principles has been the move away Aom segregated insAtuAons for Aiis client group and 
the setting up of integrated, community-based accommodation.
Despite the sweeping changes attributed to the espousal of normalisaAon, there has been 
an increasing level of criticism directed towards this philosophy, not only Aom 
professionals but also Aom service users. O'Hagan (1995) describes the shnilarity
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between segregation and normalisation. She suggests that people originally segregated 
Aom society received the message that they were not good enough for Aill social 
membership, and likewise people subjected to normalisation or assimilation absorb the 
message that they will only be good enough for full social membership if they become 
like the dominant group in society. The emphasis, therefore, is that the individual 
himself must change in order to receive acceptance, thus ignoring the wider political, 
social and economic forces that serve the interests of some at the expense of others. 
Chappell (1992), in her critique of the normalisation principle, echoes the lack of 
attention paid to the material disadvantage of disabled people and welcomes the rise in 
self-determination expressed by all disabled groups, including those with a learning 
disability. She criticises the philosophy for representing, yet again, the professional 
view of what is good for clients, incorporating the beliefs and attitudes of professionals, 
whilst ignoring or assuming clients' views.
One of the main aims of the normalisation movement has been to improve the lives of 
people with a learning disability and to achieve socially valued roles for them within 
a community setting. The evidence suggests that there is still a long way to go before 
this ideal is achieved. O'Hagan (1995) discusses the fact that people with a learning 
disability are still denied Aill participation in society and Aequently lead lives that are 
segregated, depending on 'special' schools, day centres and social clubs. Williams 
(1989) argues that modem society values a workforce that excels in speed, literacy and 
numeracy, and those qualides considered necessary for competent parenthood. People 
with a learning disability do not come up to these expectations and have, therefore,
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largely been excluded Aom the rewards and status of employment and parenthood, and 
rendered marginal to society. Normalisation itself sometimes appears to reinforce the 
deviance of people with a learning disability, as demonsAated by Atkinson (1985). He 
maintains that Aiendships between able-bodied people and people with a learning 
disability are preferable to those between people with a learning disability. If they 
associate within then own group, then this reinforces then stigmatised identities, he 
argues, and demonstrates that the individual is locked in "the confines of mental 
handicap sub-groups." This is taken to show a failure of integration into mainstream 
society. This view perpetuates the belief that disability is an individual problem located 
within a person rather than a social relationship. However, if an individual associates 
within his own group, this may provide opportunities for sharing, supportive 
experiences and encourage the possibility of a collective response to discrimination.
Abberly (1987) takes issue with the belief that 'bad' attitudes can be changed by staA 
training and the assumption that this ensures the development of positive valuing of 
people with a learning disability. He cites a number of reasons why this client group 
is disadvantaged, including disempowerment, marginalisation and poverty, not simply 
as a result of negative attitudes. Flynn (1989) also sAesses the point that there is a 
close link between poverty and disability, so that individuals have a reduced quality of 
life because of financial resAictions.
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1.3 Social Stigma
Many social groups are stigmatised in our society and people hold negative stereotypes 
about such diverse groups as women, Blacks, people who are unattractive or obese, 
mentally ill, physically disabled and learning disabled (Crocker & Major, 1989). 
Research continues to affirm that people with a learning disability are disadvantaged 
both in terms of economic opportunities and interpersonal outcomes (Gibbons, 1981). 
Prejudice and discrimination by the broader society or culture have substantial negative 
social, economic and psychological consequences for members of stigmatised groups.
Crocker and Major (1989) suggest that although discrimination may indeed lead to 
negadve consequences (some of which are outlined later), membership of a stigmatised 
group actually confers with it certain self-protective properties related to self-esteem. 
They describe three ways in which this can be seen: attributing negative feedback to the 
prejudiced attitudes of others towards their group (thus, not taking it personally), the 
tendency to make ingroup social comparisons, and, thirdly, to regard as less important 
for their self-definition those performance dimensions on which they or their group 
fares poorly, and selectively valuing those dimensions on which they or their group 
excels.
Particularly relevant to people with a learning disability is the tendency to make ingroup 
comparisons, as this group spends much of everyday life in segregated settings and 
therefore has greater opportunity to compare themselves with others who are similarly 
disadvantaged. This in turn protects the self-concept or self-esteem Aom threatening
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comparisons with advantaged group members, because they know such comparisons 
would have negative consequences for self-esteem (Wills, 1981). Support for this has 
come Aom Gibbons (1981) who found that those individuals with a mild rather than a 
severe learning disability were the ones who had most contact with non-learning 
disabled people and also had the lowest self-esteem. The contention is that they 
compared themselves unfavourably with non-learning disabled people, thus leading to 
lowered self-esteem. However, this needs to be tested dAectly so as to clarify which 
group people with a learning disability use as their comparison or reference group and 
whether this does, indeed, vary depending on then contact with non-learning disabled 
people. It is premature to assume that this is, in fact, what they do. In addition, it is 
unclear Aom Gibbons' research whether the measures of self-esteem have been 
validated on this group. In order to avoid lowered self-esteem, individuals may choose 
to avoid situations that emphasise the disadvantages of theA stigma or remind them of 
theA oppression. By associating with shnilarly stigmatised others this may provide a 
supportive context in which to emphasise and value alternative dimensions of the self 
unaffected by the sAgma. A disadvantage of limiting one's association to others equally 
stigmatised may be to lower one's motivation to improve and, hence, one's 
achievement.
1.4 Threats to Identity
Breakwell's (1986) social psychological model of identity incorporates a content and 
a value dimension. She describes the content dimension as comprising the defining 
properAes of Aie idenAty which make the individual a unique person. By the processes
213
of accommodation and assimilation, the individual creates his identity Aom conceptions 
of himself provided by the social world. Each element is valued, either positively or 
negatively according to both personal and social beliefs and values. She sees the 
identity structure as responsive to the social context (interpersonal networks, group 
memberships and intergroup relationships) and goal-orientated. The two processes of 
assimilation-accommodation and evaluation serve to give the individual distincAveness, 
continuity and self-esteem,.
Breakwell defines a threat as demanding "changes to either Aie content or the value 
dimensions of identity which would be inconsistent with the continued integrity of 
idenAty" (p. 47). The origin of Aie threat may be external or internal and may take on 
a multitude of appearances. The threat may concern individual qualities or group 
memberships and although the individual may remain in the threatening position (all 
Aie A lifetAne if they have a leanung disability), theA experience of Aireat is Aansient 
as sAategies wAl be adopted to elAnAiate it. Coping sAategies can be seen at the inAa- 
psychic, interpersonal and intergroup level.
As described earlier. Aie existing donunant social representation of people with a 
leamAig disabüity serves to stigmatise them and AAs, amongst oAier factors (e.g. 
poverty), leads to deny them certain roles that the rest of society eiyoys, for example, 
marriage. One way, therefore, for these people to cope wiAi Aiis Aireat to AieA identity 
and self-esteem is to move Aom one group to another by entering into marriage, which 
should Aien lead to improved self-worth and a positively valued identity (both by
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themselves and by society). This would represent a preferred option if they categorised 
the world along these lines, in that marriage is seen as a valued state, rather than 
remaining single. Whether the couple will continue to feel socially rejected may then 
depend on whether they measure up to society's expectations of a married couple or 
more speciAcally how they believe signiAcant others perceive them and what 
dimensions they themselves choose to evaluate as important.
An individual with a learning disability who marries someone without such a disability 
may enhance theA self-esteem more than if they married a partner who also had a 
learning disabüity. It nught be expected, however, that theA partner without a 
disability would only begin to feel a threat to his or her identity aAer marriage, (or 
durAig the preparations/courtAig before it) because they have now entered Aito the 
stigmatised group of learning disability, rather than enhanced or maintained theA 
idenAty by marrying someone of equal status. The sorts of sAategies for coping with 
this threat are most likely to be of an inAa-psychic or interpersonal level and may 
include a variety of methods.
All these efforts at coping wiAi threat rely on the individual possessing self-awareness, 
Aiat is, a recognition of die distincAon between self and non-self and also the division 
between events for which an individual is responsible and Aiose that occur external to 
his behaviour (WitkAi, Dyk, Paterson, Goodenough & Karp, 1974). Flavell (1977) 
describes cognitive development related to the self-concept in terms of stages and Aiat 
the rate of development conAols the learning which constructs the self-concept. If a
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person has a learning disability, it follows that either the rate of development of the 
self-concept will be slowed down or the self-concept itself will be limited in some way. 
This may be an advantage in that the reduction of self-awareness will result in threats 
assuming less power, but it may also be used as a strategy for reducing the chronic 
threat of being stigmatised because of having a learning disability. An alternative 
sAategy for the individual to adopt may be to deny the threat, whether consciously or 
subconsciously, so that it has no power to affect the self-concept.
1.5 Psychological Health
As stated above, one of the aims of normalisation is to encourage integration and 
socially valued roles. Research on the social participation of people with a learning 
disability has highlighted serious shortcomings. McConkey, Naughton and Nugent 
(1983) reported that people aAending day-workshops had a very limited range of
community contacts and few friendships. De Kock, Felce, Saxby and Thomas (1985) 
found that people with a severe learning disability only had social contacts with family 
or staff.
The above results are important, considering the positive relationship between 
psychological health and successful social funcAoning. Thompson and Schaeffer (1988) 
found that over half of a sample of people wiAi mild learning disabilities scored in Aie 
clinicaUy depressed range on self-report measures of depression, whereas only 15% of 
the general populaAon are expected to score in this range (Beck, Ward, Mendelson, 
Mock & Erbaugh, 1961).
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Reiss and Benson (1985) found a strong negative relationship between social support 
and depression, as well as a positive relationship between levels of perceived 
stigmatisation and depression. Individuals reported feeling lonely and not being able 
to cope because of lack of support. Added to this difficulty are the Andings of LuAig 
(1989) who reported that people with mild learning disabiliAes not only suffered higher 
rates of loneliness than matched controls but were also less critical of theA own social 
competency skills.
1.6 Marriage and Psychological Health
In the general populaAon, those who are single, divorced or widowed have higher levels 
of depression, anxiety and other forms of psychological disAess than people who are 
married (Ross, MAowsky & Goldsteen, 1990). However, those individuals who report 
that they are unhappy in theA marriage are more disAessed than individuals who are not 
married (Gove, Hughes & Style, 1983). These authors found that an Aidividual was 
beAer off if living alone than in a marriage characterised by a lack of consideration, 
caring, esteem and equity. Ross (1995) claims that both men and women gaAi 
economic and emotional support Aom marriage, but that marriage may bring more 
economic beneAt to women and more emotional support to men. However, apart Aom 
these Aaditionally accepted explanations, Ross (1995) argues Aiat it is not simply Aie 
state of being married that carries with it psychological advantages, but that marriage 
indicates attachment to a signiAcant other. She operationalises integration by the 
number or presence of other people in an individual's network, or more speciAcally in 
the family household. An individual who lives alone may be isolated Aom social
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networks and therefore to be married helps create stability, a sense of security, 
belonging and dnection. Without these social networks, a person may feel lonely and 
unprotected and this includes those people living with others but not married to them. 
She claims that marriage provides emotional support, a sense of being cared about, 
loved, esteemed and valued as a person. This sense of having fulAlling personal 
relationships is more likely to explain why marriage is associated with psychological 
well-being and that the emotional beneAts of marriage depend on the quality of the 
marriage. As married people have higher levels of emotional support than those who 
are not married, this in turn reduces levels of depression and anxiety and improves 
well-being (Ross, MAowsky & Goldsteen, 1990).
Aidividuals with a learning disability who marry, therefore, may also derive the same 
beneAts in theA psychological well-being, as through marriage they wAl experience an 
increase in social aAachment and its associated advantages. The literature reviewed 
above regarding people with a learning disability and psychological health, along with 
social integraAon may have neglected consideration that some of the Andings might be 
attributed to the fact that the vast majority of people with a leamAig disability are 
single. The two factors of having a learning disability and not being married are, 
therefore, confounded and Airther research is needed in order to separate out each 
variable's effects.
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1.7 Marriage and People with a Learning Disability
In the early years of the twentieth century, the eugenics movement held popular support 
both Aom society in general and intellectuals that "the propagation of the unAt" would 
lead to a dramatic increase in the numbers of less able citizens. Not only was it 
believed that the 'mentally handicapped' (oAen including the 'morally defective' in the 
same category) would produce larger numbers than average oAspring, but also that 
these children in turn would have a 'mental handicap'. The main concern of policy 
makers was the 'good of society' and this led to legal resAictions and the formation of 
isolated, sex-segregated institutions for the so-called defectives, prohibition of 
marriages and laws enabling sterilisation without consent of the mentally incompetent, 
particularly in the United States (Pintner, 1933).
Writers such as Goddard (1914) were inAuenAal in propagating erroneous beliefs when 
describing Aie absence of a single health factor that was AansmiAed Aom parents to 
children through the generations, which determined the inadequate and anti-social 
behaviour of those individuals. Such views persisted, as evidenced in a memorandum 
Aom the Ministry of Health (1949):
"It is agreed Aiat mentally defective persons are generally unAt for Aie 
responsibihty of marriage and parenthood. Much evidence exists to show that, 
even if they are able to conform to normal social requAements in sheltered 
conditions in Aie community, Aiey are rarely able to stand the sAain of brAiging 
up chAdren and managAig a household. The precautions enumerated above can
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minimise but not eliminate the risk of marriage and pregnancies and it is 
desAable to determine certain lines of policy to be adopted when these occur."
Changes in policy stemmed Aom the Royal Commission's enquAies started in 1954, 
which related to mental illness and mental deAciency and concerned itself with the 
excessive length of time individuals were detained and the possibility that the 
community could oAer more elective help. The Mental Health Act, 1959, embodied 
most of the Royal ComnAssion's views and restricted the compulsory detention to those 
who had broken the criminal law. An alternative to long-term hospital care was seen 
as consisting of small residential units coupled with AainAig cenAes. This did indeed 
eventually become the Aend, with many institutions closAig and others adjusting theA 
role to become more treatment-cenAed and less custodial (Tizard, 1965).
Changes in philosophy, too, guided the services that were set up, in particular, 
normalisaAon, as discussed earlier. The focus of much literature in learning disabiliAes 
has been that of enablAig the Aidividual to develop his potential for rewardAig, loving 
relationships Ai socially acceptable ways (Lee & Katz, 1974). However, enlightened 
as some professionals, researchers and service providers may be. Hall (1975) found 
evidence that even though die normal socio-sexual model is to And a partner, marry and 
have children, when a person with a learning disability either voices these wishes or 
actually carries them out, he may face disapproval and shock.
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Concern is still expressed about the success of marriages involving one or both partners 
with a learning disability and this is rejected in the type of research question that is 
asked. Mattinson (1970) followed up individuals who were discharged Aom long-stay 
hospitals who subsequently married. She found that neither IQ, time spent in hospital, 
behaviour in hospital, early history, nor background of deprivation correlated with 
achievement scores of marital success. Other authors (e.g. Hall, 1974) in reviewing 
the relevant literature found that the following factors could inAuence the success of 
such marriages if they were present in signiAcant numbers or degrees: emotional 
disturbance of one or both parmers, 'faulty' childhood background, both parmers 
having a learning disability and length of instimtionalisation.
Other researchers (e.g. Andron & Smrm, 1973) have looked at how much support 
learning disabled couples have needed and found that the vast majority depended on 
others in varying degrees for a multimde of areas, including advice and Anances. They 
also made the point that such couples are invariably known to welfare agencies. 
However, Mickelson (1959), when assessing learning disabled couples' abiAties in 
' parenting, concluded that it was not the learning disability itself that determined the 
adequacy of the parenting, rather those factors which would be of importance in any 
family, namely: the number of pregnancies, the level of income, the marital relaAonship 
and the mental health of the parents, especially that of the mother.
Edgerton (1967) has emphasised the meaning of marriage to learning disabled people 
in that it is proof of 'normality' and represents high stams and achievement, becoming
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iîill nieirdsers ()f sc)ciety. It is ttûs ;ispe(:t üiat IViatüiisoii (IST/CI) stresses v/heii stie 
repiorts tliat a sigrûfîciuit rnajcxrü]/ of die coiqples siie iiüarvieweci pireferTed t)eing
married to being single:
"(tb€;)r(%LÜty wa& usually sorniich twater thaiiiinyllinig db^ gfliaclloacrwiilbefcH-e; 
and an awareness of their limitations and often considerable ignorance of what 
\visnt oil hi othier pecrple's homes enabled lliem not to (ivei^^xsaclitlieniselxAes 
and search for the Aner subtleties of living."
Resexirch into rmrrrhige arui die farnily bias generally focmsedtin th()se inch\rkiujLls \vtio 
are highly verbal, of average IQ or above and who may have presented themselves for 
help with their interpersonal relationships. It is recognised that people with a learning 
disability who marry are numerically very small and those who go on to produce and 
care for their children are an even smaller number. Research in this area has, of 
necessity, been limited and has tended to look at global measures of success rather than 
explore qualitatively the individual's personal experiences and meanings they attach to 
their marriage. It is of value, therefore, to review the literature pertaining to 
'mainstream' marriages and to investigate whether the same themes or findings can be 
equally applied to those marriages involving one or both persons with a learning 
disability. This is not to presuppose that there is a set way or norm of how 
'mainstream' marriages operate, nor that if such norms did exist that they should be the 
criteria used for judging marriages where one or both partners has a learning disability. 
Instead, the literature reviewed on 'mainstream" marriages is described in order to 
highlight characteristics of these relationships so that it can be seen whether they offer
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adequate descriptions and theories to incorporate marriages of people with a learning 
disability or whether there may be important omissions or special characteristics 
pertaining to this latter group.
1.8 Research on Marriage
Recognition that the marital relationship is one of the most important social and 
personal bonds in the lives of many people has resulted in a plethora of articles and 
books on the subject, currently three thousand new publications each year (Hulson & 
Russell, 1991). However, this has resulted in very few theories which have gained 
acceptance and Broderick (1988) sums this situation up by stating: "although we have 
achieved a great deal in the intervening Afty years, many of the burning questions of 
the 1930's remain unanswered today." The preponderance of research on sociological 
variables such as education, religion, social class and so on has probably been because 
these areas are easier to study than psychological variables, but it has the drawback of 
having a lack of generalisability Aom one time period to another or across cultures. 
The failure of academic psychologists to explore marriage may also be because this 
topic has historically been viewed as the province of the therapist and so research has 
largely been conducted on couples in therapy. This may also have resulted in a lack 
of generalisable principles.
Even where research has been carried out in evaluating marital therapy, the vast 
m^ority limit themselves to the eAecAveness of behavioural approaches rather than any 
other approach. Bennun (1986) highlights the lagging of research behind practice,
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particularly regarding the relatively recent development of cognitive interventions. 
Even where sound, well-designed studies have been described, Wilson and James 
(1991) point to key features characteristic of their general approach. These include the 
dominance of outcome over process research, the narrow range of measures used to 
assess effectiveness, the conventional manner in which findings are reported and the 
questionable value of linear (cause-effect) approaches to address systems issues. 
Clearly, these aspects may reAect efforts to simplify what are inherently complex issues 
or may represent the continuation of the traditional, scientiAc methods at the expense 
of a richer, deeper understanding of the phenomenon. Laws (1971) draws attention to 
the low level of theoretical sophisAcation of models put forward to explain and describe 
the marital relationship and states that this "has done little to endear the topic of 
marriage to scientiAc study."
Frequently, research on a particular aspect of marriage is reported as an isolated 
finding, interesting in itself, but not placed within a context or theoretical model. The 
result is a mineAeld of apparently unrelated pieces of evidence which has the effect of 
presenting the marital relationship as a Aagmented array of disconnected features. In 
order to present the literature relevant to the current study, it has been organised into 
three main sections: the functionalist, the behaviourist and systems perspectives.
1.9 The Functionalist Perspective
This approach was predominant in the 1950's and has been described by Morgan 
(1975). The emphasis is placed on the function which marriage fulAls, both for the
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married couple and society, rather than on the interaction between individuals. 
Marriage is seen as creating a stable structure in which children are legitimised and 
socialised and where the adults can achieve good physical and mental health. Marital 
roles are adopted according to gender and are relatively Axed, in that the man has the 
instrumental role of provider, while the woman is the anchor of the family within the 
home through her expressive role of housewife. However, with more women engaged 
in paid employment outside the home and other ideological, social and technological 
changes, this theory proved to be too rigid and inadequate. The reality of the variety 
of men and women's marriages was not reAected by this theory.
1.9.1 Changing Functions of Marriage
The movement Aom marriage as an institution to marriage as companionate began to 
emerge in the 1960's (Bott, 1971). This Aend sAessed the role of marriage as 
providing the means of self-actualisation, personal growth and self-expression through 
intimacy, conversation and sexual fill Aiment (Berger & Kellner, 1964). Thus the 
emphasis fell on shared responsibilities and activities, leading to a more egalitarian 
rather than diAerentiated relationship. In marriages where only one partner has a 
learning disability, however, it might be expected that the Aaditional diAerenAation 
between the more powerful and the less powerful partner would persist, and would do 
so for posiAve, funcAonal reasons. Slater (1968) described the new demands which are 
being made on the marital relationship:
"Spouses are now asked to be lovers, friends and mutual therapists in a society 
which is forcing the marriage bond to become the closest, deepest, most
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important and most enduring relationship in one's life. Paradoxically, then, 
it is increasingly likely to fall short of the emotional demands placed upon it 
and be dissolved."
Knox (1975) stresses the importance of marriage in attaining many goals other than 
continuous emotional bliss, such as the convenience of daily routines, respectability and 
status, the efficiency of the division of labour between the sexes, the rewards of 
parenthood and security in sickness and old age. For people with a learning disability, 
the improved status might be expected as the predominant aim, as the other goals may 
already be incorporated in their lives, particularly the familiarity and structure of daily 
routines. They may also wish to take more conAol over their lives because of this and 
so gain more independence. Knox (1975) reiterated the need for married couples to 
"give up the romantic myth of eAortless, conAict-Aee and 'happy' relationships", and 
describes the marriage premise whereby the couple agree to keep each other primary 
in their lives and to commit themselves to a permanent relationship.
The Study Commission on the Family (1983) recognised that nowadays couples are 
more likely to value qualities such as sharing, mutual Aexibility, Aiendship and trust. 
Furthermore, those marriages which are considered successful are those which ideally 
embrace companionship and equality. It may be, though, that people with a learning 
disability who marry will perceive then marriages as successful simply by its existence 
and continuance, rather than its emotional content as this in itself signiAes then 
integration with the wider society. If then marriages are based on equality, this may 
also depend on then perception of equality and the value they place upon it.
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1.9.2 Demographic Trends
The Aend for earlier marriages in Great Britain for both men and women was evidenced 
Aom the end of the second world war until 1970 (EllioA, 1991). Marriage rates for the 
under 25's increased during this time, whereas the older age groups showed stable rates 
and teenage marriages decreased. Since 1970, people have tended to marry at a slightly 
older age and this Aend has continued for both men and women in England and Wales, 
into the early 90's as well, according to the Central Statistical Office (1995).
The pattern remains that of women marrying at an earlier age than men, but the 
commonest age band in which to marry, for both sexes, is between 21 and 24 years. 
Unfortunately, there are no national statistics regarding marriages where one or both 
partners have a learning disability, but it would be likely for this paAern to be 
accentuated, in that both men and women who have a learning disability would tend to 
marry at an even older age because of then slower rate of maturation and their 
dependence on others for many day-to-day requAements, not least housing.
The other m^or Aend has been the increase of divorces and remarriages. EllioA (1991) 
reported that in 1987 one thnd of all marriages were second marriages for either the 
men, the women or both. However, second marriages are, in turn, more prone to 
divorce than fnst marriages. These Agures suggest that although marriage as a state 
remains popular, couples are less likely to view then marriage as permanent. Although 
no Agures are available for divorces where one or more partner has a learning 
disability, it might be expected that the divorce rate where both partners have a learning
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disability would be lower because a divorce would represent considerable loss of hard- 
won status and they may find the procedures necessary for divorce too intimidating and 
confusing.
1.9.3 Reasons for Marrying
Recent research has confirmed that both men and women hold marriage in very high 
regard. MansAeld and Collard (1988) found that newly-wed women had sAong 
expectations of satisfaction that could be gained Aom being married, including ultimate 
intimacy, support and personal satisfaction. In addition, marriage was seen as 
providing stability, private property and emotional security. The expectations of 
marriage for people with a learning disability may be very similar, as these rewards of 
personal security and 'privateness' may not be achievable in the single state, but also 
entail a valued Aansition into 'normality'.
Evidence has also been gathered on the changing shiA towards feminism. Parelius 
(1975) discovered that college women hold aAitudes of greater egalitarianism within 
marriage in the spheres of work, Anancial responsibilities and division of labour in the 
home, but they did not perceive men to be changing then aAitudes in line with women. 
No information is available on aAitudes towards feminism held by people with a 
learning disability. If they associate with egalitarian non-learning disabled people or 
take an interest in current affairs, then they too may show this shift.
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Knox (1975) categorised people's reasons for geAing married into positive and negative 
reasons. Positive reasons included the desire for companionship, emotional security, 
to parent and raise children and to make permanent the relationship of love and 
intimacy. He listed negative reasons as being on the 'rebound', rebellion towards 
parents, escape Aom an unhappy home situation, physical appearance, loneliness, pity 
and obligation, economic advancement and social pressure, although it could be argued 
that this distinction is rather subjective and may not result in less happy marriages or 
have any predictable consequences. Glick and Norton (1977) found that in one quarter 
of all Arst marriages, the woman is pregnant at the time and that this may be used as 
a reason for geAing married. It is not known whether people with a learning disability 
hold similar reasons for geAing married, but it may be that if they experience resAictive 
or abusive home situations when single, then this may be given as a reason for 
marrying in order to escape these conditions. If, however, they look upon marriage as 
a personal relationship rather than as a state, they would be likely to emphasise 
individual, personal atAibutes.
1.9.4 Psychoanalytic Approach
According to Paolino and McCrady (1978) the early psychoanalysts viewed marriage 
in part as a social means of helping to conAol the sexual and aggressive drives of the 
human animal. As an institution it also enabled the continuation of the socialisation 
process, begun in the primary families of the spouses. Marriage was thus seen in the 
wider context of AilAlling an important role in society. In addition to this, Meissner 
(1978) claims that an individual's unconscious needs form the basis of choosing a mate
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and that conflicts between partners represent the re-enactment of conAicts originating 
in each partner's primary family. Marriage as a relationship rather than as an 
institution revolved around the concept of the complementarity of needs (MiAelman, 
1948), so that a person with pressing needs to be submissive seeks a partner, whether 
consciously or subconsciously, with strong needs to be dominant.
The psychodynamic view of falling in love is described by Troupp (1994), whereby all 
lovers share two kinds of hope:
i) reproducing and re-experiencing the safety and comfort of childhood and 
the warmth of belonging to a family or to make up for the lack of security and 
love in then family of origin
ii) achieving individual psychological growth towards wholeness
She states that the original, unconscious choice of selecting a partner is often 'problem- 
based', even when the relationship is Aourishing. In choosing a partner, the hope exists 
of resolving one's inner conAicts and starting anew. She describes the process of 
falling in love as often leading to projecAon (attribuAng to the other person exaggerated 
and wonderful personality Aaits) which may in turn lead the individual to become 
disillusioned as the partner is seen with more clarity and reality. This signals the 
change from being in love to a loving relationship. She likens the marital relationship 
to Aie Arst loving, intimate relationship, that with the mother and sAesses the 
importance of an enduring, secure and protective relationship throughout life. Where 
one partner has a learning disabüity, if they have experienced a lack of security, they
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may marry in the hope of making up for this and seek the protection that they have
lacked.
1.10 Behaviourist Perspectives
In conAast with the hinctionalist perspective, these are founded on learning theory and 
behaviourism and take as then focus the behaviour between the two partners in the 
marriage. Because of then reliance on observable, measurable behaviours, behavioural 
theories have received the most aAention Aom researchers and therapists alike. They 
pose testable hypotheses and predictions and are, therefore, easier to prove, refine or 
refute. However, general criticisms of an excess of emphasis on the rationality of 
people and a bias towards objective as opposed to subjective measurements have meant 
that then descriptions and explanations have increasingly been seen as incomplete. In 
addition, as will be seen, many of the models rest on the assumption that the marital 
relationship is based on conAict, bargaining and power and these aspects are studied at 
the expense of co-operation, mutuality and common purpose.
1.10.1 Theories of Attraction
Society has norms regarding the expected paAem by which people will lead then lives 
and it is generally between the ages of 16 and 30 that people 'practise' atAacting a 
parAier. Theories abound regarding how people choose their partner, but all invoke 
either the notion of similarity or that of complementarity. Research has consistency 
shown, however, that people tend to choose partners who are similar to themselves 
(Tyler, 1973). This 'homogamy' relates to age, race, intelligence, level of education,
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religious background, social class and physical attractiveness. Reasons suggested for 
this are propinquity (i.e. people live in neighbourhoods which are populated with other 
people of similar social class and who probably hold similar values and aAitudes), social 
pressure (cultural values encourage people to marry others socially similar to 
themselves), feeling at home (share aAitudes, vocabulary and thus improve 
communication) and fair exchange theory (which purports that people will receive 
similar rewards and costs to those that they, in turn, give to their partner). Vera, 
Berardo and Berardo (1985) give evidence that there have recently been minor shifts 
in this homogamy, where marriages are seen of partners Aom diAerent religious, social 
class or ethnic background, indicating that such barriers are not so Amdamental in 
society today. However, the vast majority of marriages still reAect homogamy, 
suggesting that the structure of society imposes a narrow Aamework within which 
individuals choose their partners for their personal attributes. It would be expected, 
therefore, that people with a learning disability will tend to marry a partner who also 
has a learning disability, as they wiA represent homogamy, but only if this is then main 
category of reference.
Feingold (1988) states that in the iniAal stages of a relaAonship, physical attractiveness 
is particularly important; it is this appeal which serves to attract individuals to each 
other and then enables contact and further interaction. Cortez, Duck and SAejc (1988) 
found that partners can usuaAy decide within 30 seconds if a date is going to be a 
success or not, on the basis of physical appearance. The level of physical attracAvenes s 
per se, however, may not be the factor that inAuences the start of a relationship.
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Berscheid and Walster (1974) contend that we seek out a partner who we think we can 
allure without fear of rejection, rather than the most attractive person available. Thus, 
they suggest that psychological 'governors' limit the range of possible partners, relating 
to the individual's own self-esteem and confidence. This would suggest, therefore, that 
a person with a learning disability may well state that they find their partner attractive, 
even though objectively that person may not be.
One of the earliest influential researchers of the similarity-attraction phenomenon was 
Byrne (1961). He explored individuals' expressed attraction to a 'bogus sAanger', 
where information given on the stranger's aAitudes was systematically varied. He 
found that ratings of atAactiveness were directly related to the percentage of similarity 
in aAitudes. However, such experiments were laboratory based, probably only oAered 
evidence on initial encounters and have been heavily criticised. Bochner (1991) 
sAessed that it is not simply sharing similar aAitudes that is important, but 
communicating about them and SunnaAank (1991) found that after the initial encounter 
when attitudes were discussed, it is the dissimilar stranger who is rated more aAractive.
Research has since focused on the development of relationships and the dynamic 
interacAons which lead to successful paAings and ultimately marriage. KerckhoA and 
Davis (1962) proposed a 'Alter' theory, whereby couples proceed through a series of 
stages in then relationships Aom gathering information about Aie other person's social 
characteristics, exploring simAarity in values and finally establishing interpersonal 
stability on the basis of complementarity of needs. ModiAcations of this theory are
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evident in the work of Van Lear and Tmjillo (1986) among others, but basically 
relationships are seen as progressing through filters which allow individuals to evaluate 
the other person in increasingly intimate ways. This is similar to the social peneAation 
theory of Altman and Taylor (1973), who found evidence that as relationships develop, 
the depth and breadth of disclosure of information increase. Duck (1977) reconciles 
the two disparate motives of an individual in a relationship, those of obtaining rewards 
and understanding and predicting beAer the other person by theorising that an individual 
is aAracted to another person who is similar in order to validate his own values and 
attitudes. This similarity is reinforcing or rewarding and atAacAon occurs to the extent 
that the other person is evaluated as providing a good model for social comparison. 
This theory leads to the conAadictory expectations that on the one hand people with a 
learning disability would be likely to marry a partner who also has a learning disability, 
as they might be expected to judge each other as similar, but on the other hand they 
may evaluate another person with a learning disability as providing a poor model for 
social comparison and prefer to choose a person without a learning disability.
Criticisms of Alter theories include the questioning of the logical, sequenAal process 
(e.g. Rubin & Levinger, 1974), the unreliability of simAarity in aAitudes predicting 
which couples remain together (Hill, Rubin & Peplau, 1976) and the failure to 
recognise outside inAuences on the growth of relationships (Huston, Surra, Fitzgerald 
& Cate, 1981). Other criticisms levelled at KerckhoA and Davis' theory have been 
made regarding their notion of complementarity of need. It is not made clear which 
needs are, in fact, complementary, and Heiss and Gordon (1964) found that couples
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were not aware of their own complementary need Aaits nor that these were relevant in 
mate selection. They also found signiAcant discrepancy between how people were 
perceived by others and how they described themselves. Further evidence for the lack 
of need complementarity was provided by Murstein (1967) who found no such 
consistent paAem of personality characteristics in newly-weds. Whether couples where 
one or both partners have a learning disability show complementarity is open to 
question, but it may be that in order to fulAl all the functions within a marriage, that 
such couples may more readily search for complementary skills or needs, as each 
individual will have more easAy identiAable deAcits and difAculties, and this may apply 
to both learning disabled and non-leaming disabled partners.
1.10.2 Power
Within family research, the construct of power in social relationships has received much 
aAention over the past thirty years, with the most Aequent question being asked as to 
who is the power holder. Beckman-Brindly and Tavormina (1978) claim that few 
conclusions have been reached regarding either the construct of famAy power or its 
relation to family adjustment measures, other than factors such as age, sex, family 
position, social class, race and religion of the subject. They suggest that one of the 
main causes accounting for this situation is the lack of rigour in deAning the concept 
of power itself and that Aequently it is used interchangeably with other terms such as 
authority, inAuence, decision-making and dominance. In addition, the mulAplicity of 
methodologies has resulted in further confusion, by the use of numerous quesAonnaires 
and other self-reporting measures as well as observations. They recommend that
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studies should move away Aom describing personal aAributes of individuals and 
interaction paAems, but move instead towards analyses of relationships among the 
perceptions and behaviours of individuals with regard to both the qualities of theA 
interactions and the rules or processes that underpin these exchanges. However, 
Hadley and Jacob (1973) cast doubt on the belief that it is possible to discriminate 
between the several concepts purporting to measure power (authority, inAuence, 
control). Despite careful distinctions in then study, they found that there was a high 
level of correlation between these apparently separate concepts.
More recent research, such as Ball, Cowan and Cowan (1995) has aAempted to combine 
both quantitadve and qualitative methods in order to investigate more precisely the 
nature of power within the marital relationship. Then conclusions were that if only 
overt behaviours are measured and analysed, then a misleading picture can emerge 
regarding the balance of power. Then study incorporated the views and perceptions 
of both partners while watching a videotape of then problem-solving discussion. This 
revealed subAeties that would have been missed by mere observation, as wives 
commented that they were discussing issues with then husbands in a way that would not 
upset the husbands, indicating that they were wary of then reactions and, by extension, 
that the husbands held the balance of power. The importance of individuals' 
perceptions of power and the possibility Aiat husband and wife may not share Aie same 
perceptions was highlighted. Further questions were raised about the appropriateness 
of delineating the putative distincAons between the concepts of power, inAuence and 
control, as husbands and wives rarely referred to ‘power’, but used such terms as
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'inAuence', 'initiation', 'control' and 'taking over'. Theorists may wish to produce 
neat, discrete terms for concepts, but when this does not coincide with people's reality 
and experience, the value of this endeavour is brought into question.
Over the years, researchers have repeatedly found that, despite the eAorts to achieve 
equality, women have less power in relationships with men, be it then boyAiend or 
husband. Peplau (1979) reported that under half of her sample of dating couples 
claimed to have an equal share of power and 40% said that the boyAiend had more 
power. This paAem is also found in married couples, where again it is the male who 
wields greater power (Bernard, 1982). Two main explanations given for this Anding 
are the Aaditional gender-role ideology which legitimates male superiority and the 
advantage of men's greater personal resources.
Male dominance is a core idea of traditional sex role ideology (Peplau, 1979) and she 
found that egalitarian relationships were more likely to be found in dating couples who 
favoured pro-feminist attitudes, whereas in couples who shared traditional sex-role 
attitudes the balance of power rested with the male. Further evidence for this comes 
Aom Peplau, HAl and Rubin (1993) who found that Aaditional men reported greater 
male inAuence in then marital relationships.
By far the most common explanaAon for husbands holding the balance o f power is that 
of social exchange theory, as advocated originally by Thibaut and KeAey (1959). They 
suggest that the balance of power is determined by the relaAve dependence of the two
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spouses on the relaAonship and by then relaAve resources. The individual who is less 
involved or commiAed to the relationship has greater power. Blood and Wolfe (1960) 
stressed that the individual who possesses most resources, (usually the man), 
automatically assumes more power. They make the assumption that social behaviour 
is mainly determined by rewards and costs or the expectations of them consequent upon 
it. These rewards and costs may be direct or symbolic. In the old-fashioned, 
traditional marriage, the woman would bring domestic service, child care and children, 
sexual accessibility and emotional support, and she would receive Aom the man income 
and status. As the paAern of marriages has changed whereby more women are 
emancipated and have paid employment, the modern exchange in a marriage will be 
modiAed. A basic Aaw in exchange theory is that economic and non-cconomic 
resources in a marriage are assumed to be interchangeable (Ross, 1987). Problems of 
measuring rewards and costs are inherent in this theory, as is the judgement of what is 
fah and just and the assumption that couples make rational decisions (Marshall, 1992). 
However, if only the oppressiveness of Aaditional marriage is described, whereby the 
position of women in marriage is linked to the devaluation of women’s work, the 
hierarchy of gender and the centrality of paAiarchy in marriage, the supportive aspects 
of marriage for women are hidden. These include marriage as a means of providing 
resources, self-esteem and mutual nurturing (Ferree, 1990). However, whether more 
egalitarian marriages will also be found where only one of the partners has a learning 
disability is in dispute, as die individual with the learning disability will be more likely 
to bring tangible costs to the marriage. To the extent that individuals with a learning 
disability who also marry a partner with a learning disability are aware of and value the
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shift towards more equality within marriages, they might be expected to describe such 
equality within theft own marriages. If they hold Aadidonal views about gender roles, 
then they too might have Aaditional marriages.
An extension of this theory, proposed by Beckman-Brindly and Tavormina (1978) is 
that these rewards do not carry any absolute value, but will be given value by each 
individual. Stability of the relationship will be achieved when each individual perceives 
the fairness and equity of this exchange. Other influences over an individual's 
effectiveness in negotiations include interpersonal skills, self-esteem, expectations of 
relationships and other cognitive and emotional limitations. It would be expected, 
therefore, that where only one partner in the marriage has a learning disability that this 
individual will be relatively disadvantaged in negotiations and decision-making and their 
partner will, therefore, hold the greater power.
The most frequently cited area that demonsAates the balance of power in the marital
relationship is that of the control of money (Pahl, 1995). Furthermore, the greater the 
proportion of household income conAibuted by the woman, the greater her power in 
making decisions (Rogers and Schlossman, 1990). Where wives do not have paid 
employment, the husbands dominate decision making, not just in the area of Anances,
but across a whole range of subjects. Pahl also found that the greatest inequalities 
between husband and wife regarding power were associated with low income and 
households in which the husband had a high degree of conAol over the Anances. Where
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such conditions exist in marriages where one of the partners has a learning disability, 
this should be evidenced by the husband showing greater power.
Studies analysing the relationship between power and marital satisfaction have reported 
inconsistent results. Gray-LiAle and Burks (1983) in their review article found that 
couples with equal power tended to be more satisAed with their marriages than couples 
in imbalanced relationships. However, some researchers have found that sex role 
aAitudes were not related to couple satisfaction and that traditionalists, moderates and 
egalitarians were all able to maintain rewarding relationships (Peplau, Hill & Rubin, 
1993). ConAicting evidence comes Aom Peplau (1979) who found that both men and 
women were equally saAsAed in egalitarian and male-dominant relationships, but were 
dissatisAed in female-dominant relationships. There is, therefore, no obvious 
expectation regarding marital satisfaction in marriages where one or both partners has 
a learning disability.
1.10.3 Falling in Love
The above theories of atAaction, in adhering to objective measurements and scientiAc 
study fad to capture the essence that many couples describe as 'falling in love'. 
Lamanna and Reidmann (1981) deAne love as "a deep and vital emoAon resulting Aom 
signiAcant need satisfaction, coupled with a caring for and acceptance of the beloved 
and resulting in an intimate relaAonship." Expressions used in everyday language such 
as 'love is blind' and 'love conquers all' suggest that the common belief is that love is 
irrational and recognises no boundaries or limitations, yet the evidence is that paitners
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tend to choose within narrow limits and consciously or unconsciously evaluate the 
rewards and costs inherent in their relationships. SAauss (1974) explored the meaning 
of love to commiAed couples and found that they tended to use companionate terms 
(e.g. sharing, understanding, companionship, mutual support and affection) rather than 
romantic terms. Married couples looked on love as a relationship rather than an 
emotion and considered the basic conception of love as commitment to a life together. 
Adler and Carey (1980) found that 86% of men and 80% of women would not marry 
without love. The three components of love, as distinct Aom liking, on the Rubin Love 
Scale were found to be attachment, caring and intimacy (Rubin, 1970). Braiker and 
Kelley (1979) found that as the seriousness of a relationship developed, belonging, 
closeness and attachment all increased and these together were labelled 'love.'
1.10.4 How Couples Meet
Duck (1991) describes many Aaditional ways in which relationships start, including 
joining a club or social group, talking to neighbours and being Aiendly as well as the 
most recent methods of using dating agencies or personal advertisements. Parkes and 
Barnes (1988) found that 80% of people reported that a mutual Aiend inAoduced them 
to theft eventual partner, having decided that they would suit each other. Men usually 
seek younger women and women usually seek older men (Koestner & Wheeler, 1988). 
These researchers also found that in personal advertisements men tend to describe 
themselves as emotionally open and expressive and emphasise their status and height, 
while women oAer theft physical atAacAveness and seek expressiveness in a man.
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In the early weeks of a relationship, couples tend to meet in public places rather than 
private (Duck & Miell, 1986), and places particularly favoured are those where food 
and drink is available (Argyle, Furnham & Graham 1981). Besides being enjoyable, 
joint activity signals to others that the pair is strengthening its bonds and becoming 
more than simply friends. Tolhuizen (1989) describes the panem by which couples aim 
to increase both the amount of time they spend together and the activities that they 
engage in. This begins to shape the structure of the relaAonship which can then lay the 
foundations for marriage and the functions undertaken within it (Duck, 1991). The 
social rejection of people with a learning disability may result in couples meeting or 
dating in segregated, special facilities for people with a learning disability, rather than 
follow the typical paAern as outlined above, but their relationships may develop in a 
similar way leading to increased time spent together albeit in more limited situations.
1.10.5 Influence of Parents
In the past, where marriages were predominanAy economic arrangements, the families 
of the marrying couple had a signiAcant voice concerning the choice of partner. Even 
today, parents' standing may still be inAuenced by their offspring's choice of mate, 
their status enhanced if the marriage is 'good' and their position made embarrassing if 
the marriage is 'poor.' Nowadays, as well as in the past, if a couple has to move in 
with their parents after marriage, the family will have an important say in their choice.
As early as in 1942 Bates found that most offspring experienced some direct inAuence 
from their parents on mate selecAon. Sons reported that fathers exerted their inAuence
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in 49% of cases and mothers in 79%, whereas daughters were pressurised by their 
fathers in 66% of instances and by their mothers in nearly all cases. Burgess and 
Wallin (1953) found that parental approval was predictive of the continuance of the 
relationship of engaged couples and that all four parents approved of 75% of the 
couples studied. They discovered that it was more important for the women's parents 
to approve than the man's for the relationship to develop, and they suggested that 
unwanted engagements may be effectively broken by parental disapproval. Duck 
(1991) reported that parental approval is positively related to marital adjustment and 
that it helps to prevent marital breakdown. When their offspring have a learning 
disability, it might be expected that parents will have an even greater say in the prospec t 
of marriage as they may consider their son's or daughter's judgement to be limited and 
if the marriage fails because of this, then the parents will be likely, once again, to 
assume responsibility. It is in the parents' interests, therefore, to become more 
involved at the decision-making stage. They may be more likely to approve if the 
partner does not have a learning disability, as this would enhance their position. On 
the other hand, they may express more disapproval because of fears of abuse by the 
non-learning disabled partner.
1.10.6 Marital Happiness
The increasing divorce rate has spurred many researchers to study marital happiness, 
adjustment or satisfacAon, in the hope of being able to predict and explain the success 
or failure of marriages.
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a) Assessments of Marital Satisfaction
Historically, the assessment and diagnosis of marriages have been based on single­
concept notions related to marital adjustment and satisfaction (Fisher, 1976). Four 
m^or categories of marital assessments were outlined by Phillips (1973) and included 
self-reports on an individual's perceptions of himself or his marriage, interpersonal 
relationship tests, self-reports on sped Ac problems and projective tests.
Assessment tools typically explore many areas that are assumed to conAibute to marital 
saAsfaction: conAict, agreement, shared activities, self-ratings of happiness, criticism 
towards partner and commitment towards the marriage. Marital adjustment is not 
considered a single general factor, but rather Aie separate areas are seen as 
systematically related on the one dimension (Udry, 1971).
Many of the tests currently in use lack sufAcient predictive criteria, validity and 
reliabdity (Abate & McHenry, 1983), but nevertheless, questionnaires designed to 
measure marital satisfaction correlate very highly (Burgess, 1981). They have also, on 
occasion, been found to correlate with social desirability measures (Murstein & Beck, 
1972). Others, for example, the Dyadic Adjustment Scale (Spanier, 1976) are able to 
discriminate between happily married couples and those who are divorced. Other 
assessments are more clinical in their orientation and look at the nature of day-to-day 
interactions of couples (Weiss & Birchler, 1978). No instruments are available which 
have been devised speciAcally for the learning disabled population.
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b) Predictors of Marital Success
One approach to measuring the success of marriages has been to investigate the divorce 
rates and characteristics of those marriages. Booth and Edwards (1985) reported that 
early and late Arst marriages were less stable. If an individual marries late in life, they 
argue, he is probably less Aexible, has eiqoyed signiAcant personal Aeedom and may 
have unrealisAc expectations of marriage. In addition, these individuals may be more 
Anancially secure and thus more able to end a marriage if it is not working. Early 
marriages, however, are twice as likely to end in divorce. Thornes and Collard (197 9) 
outline the suggested reasons as being a lack of emotional maturity and the desire to 
marry as a means of escape Aom parental conAol. Premarital pregnancy is also cited 
as increasing the risk of divorce and this type of marriage features a short courtship, 
a lack of social support and being Anancially disadvantaged. They also found that 
social class Ave has the highest divorce rates and this group is characterised by the 
factors described above (shorter courtship, youth Ail marriages, premarital pregnancy 
and low economic status). If a couple regularly attends church, then this reduces the 
likelihood of divorce, but where couples have married and have mixed backgrounds in 
terms of social class, age, religion, education and intelligence, then the risk is 
increased.
It would be naive to assume that all unsaAsfactory marriages end in divorce and so the 
divorce rate only oAers a crude measure of success. Many reasons exist why couples 
do not divorce, such as social pressure, religious beliefs and economic dependence, and 
Haskey (1982) argues that further research is needed which is dftected towards
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discordant but persistent marriages. Where one or both partners has a learning 
disability, they may be less likely to divorce (for reasons stated above) and these 
marriages are, therefore, interesting to explore regarding their continuance, especially 
if there is discord.
Attention has increasingly been paid to the separate experiences of marriage by 
husbands and wives. This disparity is reAected in married men enjoying better mental 
health, lower suicide rates, greater career prospects and longer lives than single men 
(Bernard, 1982). Married women, on the other hand are more likely to have considered 
separation or divorce, express regret over marrying and fewer report positive 
companionship. Bernard suggests that these differences in experiences of marriage may 
be explained by the abrupt change that women make when they marry, in that their 
lives become very isolated. Ailed with boring, repetitive housework and that they 
experience a loss of conAol over their life and increasing dependence on their husband 
for income, status and mobility. The balance of power, therefore, stiA lies with the 
man. Walker and Chester (1977) in their study of British wives found that 8% of 
women were ‘very dissatisAed’ with their marriage and 15% were ‘a bit dissatisAed.’ 
When particular spheres of their marriage were assessed, however, ratings of 
dissatisfacAon rose by 50% on such dimensions as companionship, conAding, love and 
understanding. Thus, the authors argue that it is the expressive sphere where most 
dissaAsfaction is cenAed, which is where the modem emphasis in marriage lies. Where 
the wife has a learning disability, however, if she emphasises in her marriage the more
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tangible gains that have been achieved by marrying, then she is less likely to express 
dissatisfaction in these expressive areas.
Burgess and Wallin (1953) studied engaged couples, the same couples after 3-5 years 
of married life and again 18-20 years later. They found a consistent decline in marital 
satisfaction, with the peak of happiness in the early years of marriage. Thereafter, both 
rates of divorce and ratings of happiness gradually declined, with the greatest decline 
occurring in companionship, demonstration of affection, common interests, consensus 
and belief in the permanence of the union. They concluded that although couples grow 
apart over the years, that this was not accompanied by equal loss of personal 
adjustment. Where both partners have a learning disability, however, if they continue 
to face social stigma this may lead them to be supportive to each other in order to 
sustain their marriage and this may result in an increase in satisfaction over time or to 
limit any reduction in satisfaction.
Rollins and Feldman (1970) also found a gradual decrease in happiness over the first 
ten years, but that satisfaction increased after children left home and after retirement. 
Argyle and Henderson (1985) conArmed this and indeed found a sharp decline in 
marital happiness as soon as children were bom into the family. In contrast to this, 
those couples who were found to increase their happiness over time were those where 
the husband had experienced a decrease in income over the past 15 years and had also 
lessened their participation in the community (Dizard, 1968). Presumably the
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conclusion is that the extra time available was then devoted to improving the marital 
relationship.
Disagreement persists over the characteristics necessary in a marriage for its survival. 
Cousins and Vincent (1983) claim that the stability of a marriage depends on the 
partners discussing respective values and perceptions of appropriate role behaviour and 
Gottman (1979) believes that marital satisfaction is ultimately based on the couple's 
success at resolving differences. However, Burgess, Locke and Thomes (1963) in 
reviewing studies of predictive factors of marital success found only two which required 
a reference to a relationship (mates of equal mental ability and parents' approval). All 
the other factors were of social background. They maintain that the high correlations 
between husband and wife adjustment scores are only the result of homogamy, whereby 
people choose partners whose individual marital adjustment potential is similar to their 
own. Therefore, it might be expected that where only one partner has a learning 
disability these marriages will be less happy.
1.10.7 Sex Role Differentiation
Several writers describe the change in modem marriages as reflecting the gradual 
emancipation of women and the move towards equity in men-women relationships (e.g. 
Cherlin, 1981). Previously, it was found that men expected more conventional 
differentiation than women in terms of roles within the marriage and that the lower 
social class also expected more conventional patterns than the middle classes (Motz, 
1956). Blood and Wolfe (1960) describe the trend towards separate fields of authority
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over time within a marriage, so that newly weds are seen to make decisions through 
discussion on nearly all topics, but gradually each partner begins to make autonomous 
decisions in their own spheres of responsibility. Where democratic-equalitarian patterns 
of behaviour exist, this is associated with high levels of marital satisfaction (Gray-Little 
& Burks, 1983). Walster and Walster (1975) found that when couples negotiate for the 
initial terms of their relationship, this pattern tends to persist as long as both partners 
believe it to be equitable. They suggest that when couples are very sex-role traditional, 
certain behaviours are simply expected of the husband and wife and no bargaining may 
take place.
Bott (1971) distinguishes two extreme patterns of role relationship: segregated and 
joint. Segregated marriages are those where the roles of the partners are distinct, they 
act independently within their areas of responsibility and have separate social lives. 
Joint marriages are characterised by the blurring of domestic roles, joint decision
making and the couple sharing their social lives as well. She found a basic division of 
labour in all families, such that the man was the primary source of income and the 
woman responsible for the home and child care, and that this pattern was not 
necessarily associated with social class.
Despite claims that the increasing presence of women in the labour market and the 
influence of feminism have resulted in greater equality within marriage (Young & 
Willmott, 1973), research continues to dispute the reality of this. Bernard (1982) 
insists that there are two marriages: his and hers. This pattern still prevails nowadays
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according to Gilbert (1993). She found that there is still an incongruency between 
ideology and practice when the 'second shiA' is considered (that is, housework, parental 
responsibilities and domestic management) in that only 18% of men shared the second 
shiA equally. Blaisure and Allen (1995) found that the ideology of marital equality 
within a couple increases the possibility of sharing family work, but it is not a 
guarantee.
Oakley (1976) interviewed forty London housewives, half middle class and half 
working class. She found that men's participation in housework was low and that only 
15 % of the sample could be described as reAecting equality. She found that the middle 
class husband was more likely to contribute to housework than his counterpart in the 
working class. She conArmed that women were happier in marriages where housework 
was shared, but that the explanation for men not participating tended to be because of 
die central posiAon of Aie man's career in his life and also, most importanAy, women's 
belief in Aieir role as home-centred. She found Aiat even when Aie women had paid 
employment, they still held very traditional beliefs about their roles and only expected 
their husbands to 'help' a bit more because the wife was working. More recenAy, 
Thompson (1991) found that women oAen failed to judge unequal balances of division 
of housework as unfair because they had limited expectations of their husbands to the 
extent that Aiey only wanted husbands to carry out disliked tasks, covering for the wives 
at home so they can have some time for themselves and responding to requests for help. 
An important strategy wives used to accept their situation was to make within gender 
comparisons, so that they could consider themselves beAer off than women whose
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husbands did less. This paAem has been conArmed by Harris and Morriss (1986) who 
found Aiat unemployed men do not increase their participation in domestic tasks to any 
signiAcant extent.
BoA (1971) sAessed that even when a husband's participation in housework was high, 
the responsibility for ensuring that tasks were carried out rested with the wife. Women 
did not report eiyoying housework, but were able to rank tasks in order of liking: 
cooking, shopping, washing, cleaning, washing up and ironing. However, Ferree 
(1990) found that women's perceptions of housework vary greatly and this included 
variaAons in the perceived beneAts associated with doing it. Marshall (1992) reported 
that despite increasing numbers of working wives, husbands continued to retain greater 
authority in making family decisions. He found that husbands only Aike primary 
responsibility in one area of household duties, Aiat of home repairs.
Blood and Wolfe (1960) claim that the AadiAonal role differentiation is expedient where 
only the husband works. He then does the heavy work around the house, mo st outside 
work and tasks which occur inAequenAy (e.g. mowing the lawn). It is the wife who 
carried out the less heavy work and those tasks which need to be done on a daüy basis. 
Benson's (1960) claim that the "old paAem of male-dominated, female-serviced family 
life is being replaced by a new and more symmeAical paAem...our domestic ideology 
is quieAy modiAed and a bloodless revolution occurs, unnoticed, in nnllions of homes " 
would appear to be unfounded. Instead, as Hearn and Morgan (1990) state, there are, 
in fact, relatively few sightings of the 'New Man.' However, Thompson (1991) found
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that it is the perception of fairness in the division of household labour that is a beAer 
predictor of marital conAict and instability rather than the extent of the inequality. The 
married couples studied in the above research are, presumably, ones where the husband 
and wife could, ostensibly, operate in an egalitarian manner. Where one or both 
partners has a learning disability, it is unclear whether the female will always be the 
more dependent partner. If the couple make decisions purely on the basis of Aaditional 
gender roles, then the wife will tend to be in the more dependent position, but if they 
consider abAity to play a major part in deciding who is responsible for which tasks, 
then it is more likely to be the partner without a learning disabUity, regardless of 
gender, who assumes the more powerful position. However, this may be a rather 
simplistic distinction and the possibility exists for more egalitarian marriages to be in 
evidence, depending on the views and experiences of each partner, whether learning 
disabled or not.
1.10.8 Children: to Have or Have Not?
In Western society, the expectation is that couples who marry should have chAdren; 
society is ‘pronatalistic’, having children is normal and desirable (Campbell, 1985). 
Women who decided to remain chAdless have in the past been considered abnormal, 
emotionally immature, selAsh, lonely, unhappy, unfulAlled and prone to divorce 
(Pohlman, 1970). Parenthood was deemed to be more cenAal to women, who derive 
then idenAty Aom it, than to men, although men, too, may be judged unfavourably and 
deviant (Mead, 1962). Such sAong beliefs are reAected in die extensive survey carried 
out by Van Keep (1971) who found that among wives aged 16-45 years, only 1 or 2%
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felt that being childless was ideal. However, the increasing possibility that women can 
conAol then fertility and employment opportunities has resulted in a shiA towards a less 
negative view of voluntary childlessness.
Increasing aAendon has been paid to voluntarAy childless couples, the reasons why they 
decide not to have children and the process of how they make that decision. Veevers 
(1980) found that 36% of respondents had decided to be childless before they met their 
eventual marriage partners, that when married this commitment was shared, but only 
speciAc to that relationship. Veevers described the 'postponement route to 
chAdlessness', which was the predominant paAem for the remaining couples. As the 
phrase implies, no conscious decision is made not to have children, but a gradual 
process of deferring chAdren because of pursuit of a career, hopes for improved 
Anancial situation or other priorities eventuaAy mean that the couple see themselves too 
old to have chAdren or too seAled and happy with theA existing lifestyle to have it 
disrupted. It is oAen at Ans stage Aiat sterAisaAon is considered, whereas many of those 
who made early decisions before marriage not to have children, have already had this 
operaAon. BeneAts of a chAd Aee relaAonship become more apparent as time goes by, 
including higher personal Aeedom, greater income, wider range of social activities and 
more egalitarian marriages (Blood & Wolfe, 1960). Houseknecht (1978) describes 
some of the inAuences that individuals report for deciding to remain childless: the 
constant demands and sacriAce necessary to bring up chAdren, the threat to personal 
identity (particularly the mother) and seeing chAdren as objects of 'dislike.' Others 
sAess the increased marital harmony, the fear of disruption by children, the improved
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opportunities for personal fulAlment and the moral responsibilities of contributing to 
overpopulation.
All of the above research into childlessness is based upon the experiences of couples 
of 'average' intelligence. The pressures on married couples where one of both parmers 
have a learning disabüity are in dnect conAast to those described earlier. QuesAons are 
raised as to the ethical and moral responsibhities inherent in allowing or enabling such 
couples to reproduce, yet many adolescents with a learning disabüity express the wish 
to become parents (Brantlinger, 1988). However, Aiere have not been any national 
surveys in Britain to establish the prevalence of parents wiAi a learning disabüity. Craft 
and CraA (1983) describe the barriers put up to dissuade or prevent learning disabled 
couples to have children. Fears are expressed as to then abAity to acquAe new skAls, 
maintain and generalise Aiese skAls and to meet the ever-changing developmental needs 
of a growing baby and child.
One of the main problems is that there is no recognised standard or criterion of 'good 
enough' parenting and it is complex to assess parental competency when the parents 
have a leannng disability (McGaw & Sturmey, 1994). When assessments are made, 
the tools used, whether they are observations, interviews or questionnaAes, are not 
adapted or designed for parents with a learning disability (McGaw, 1996). One of the 
complications of assessing parenting skAls is that parents with a learning disabAity oAen 
suffer multiple problems including living in disadvantaged conditions and it is difAcult 
to atAibute the problems solely to die fact that they have a learning disabAity rather than
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to then impoverished living conditions (Feldman, Towns, Betel, Case, Rincourer & 
Rubinoc, 1986).
When services are offered, McGaw (1996) sAesses the need to move away Aom the aim 
of enabling parents with learning disabilities to function independently. She suggests 
that it is more realistic to recognise that parents with a learning disability are likely to 
requAe services to a greater or lesser degree untA the A children reach adulthood.
Tymchuk and Andron (1990) found that as long as the parents' IQ is above 55-60, then 
IQ is not a good predictor of adequate parenting. Far more important is the presence 
of sufAcient supports, for example the mother livAig with a relation and aAending 
training programmes rather than living alone.
Some research has shown that couples with a learning disability can be ‘good enough' 
parents and has detaAed ways in which parenting skiAs can be taught to these parents 
with successful results. The most successful methods have so far been behavioural 
interventions (Feldman, 1994). These have focused on home-management skAls, 
parent-chAd interaction skAls and problem solving techniques. The acquisition of skAls 
is highest when the service offers home-based visits and the instruction is 
individualised. However, problems of the lack of generalisation of skills have been 
highlighted, along with the faAure to maintain skAls aher Aaining has been withdrawn 
and the forgeAhig of skAls if reAiforcement is not ongoing (Tymchuk, 1992).
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Limited information is available regarding the long-term outcome for children whose 
parents have a learning disability. Seagull and Schenrer (1986) found mixed results, 
with some offspring doing well, but others suffering Aom abuse, neglect or psychiaAic 
disorders. One of the main difficulties reported in the research was the problem of 
tracing these oAspring and it may be that those who are Aaced are more likely to be 
those receiving help Aom statutory agencies, thus presenting a distorted picture of the 
outcome.
1.10.9 Marital Discord
It is generally accepted that marriage as a relationship that is conAict-Aee is a myth 
(Lamanna & Reidmann, 1981). Marriage typicaUy involves the parAiers in prolonged, 
close contact where small irritations can easily be exaggerated, also it invites intimacy 
and high levels of emoAonal involvement which, in then turn, increase the risks of pain 
(Burgess, 1979). Marriage implies the right to inAuence and conAol each other's 
behaviour and is characterised by overlapping activities which increase the likelihood 
of disputes.
Scanzoni (1976) explored the main areas of conAict in married couples' lives and found 
them to be the following, in order of Aequency:
1 Socioeconomic: husband's job/income and spending too much money
2 Peer/kin relations: family involvement/visiting, outside Aiendships
3 ChAd related issues: especially discipline
4 Husband's household task performance: especially procrastination and neglect
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5 Socioemotional issues: desAing more consideration and aAection, lack of 
communication
6 Wife-autonomy: explicit wishes for improved egalitarianism and wife's 
independence
7 Miscellaneous: Aequently shortcomings of partner, (e.g. appearance, health, 
Atness).
Levinger (1966) found that when divorced couples were interviewed by counsellors,
middle-class couples tended to be concerned with psychological and emotional 
interaction, while lower class couples complained more of financial problems and 
violence. He argues that unless the material needs are met in marriage, coupler can not 
entertain emotional needs. It might be expected, therefore, that in marriages where a 
partner has a learning disability the focus will be on practical and financial problems, 
as they will tend to be in the lower socioeconomic groups. Brannen and Collard 
(1982), however, found that the most problematic areas in marriages were sexual 
compatibAity, communication and demonsAativeness, and that couples felt the A 
marriages were fading if they did not provide these things.
Navran (1967) beheves that a m^ yor task within marriage is to resolve conflicts and that 
marital satisfaction is related to the ways that couples communicate the A disagreements 
and resolve them. Baxter and Wilmot (1984) discovered that individuals rarely discuss 
theA relationship openly unless they think that something is wrong. Acitelli (1988), 
however, found that marital happiness was increased when couples talked more about
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theA relationship and that by doing so they became more intimate and so sAengthened 
theA feelings for each other. Kelly, Huston and Cate (1985) also found a link between 
a couples' ability to resolve conAicts before they were married to later satisfaction in 
marriage.
Scanzoni (1978) describes the sAategies most commonly used by wives to resolve 
disagreements. The most Aequent appeal was made by saying that the change would 
benefit the whole family, the second most Aequently used tactic was to claim the 
rightness and fairness of the change. Other less oAen used sAategies were to say that 
it was the husband's responsibility, that the wife does so much for him or that it was 
in the wife's or husband's best interests. The least used tactic was to say that she would 
do something for the husband in return, hi addifion, Scanzoni found that certain tactics 
tended to be used more by gender modern wives, for instance they were more likely to 
appeal to faAness and right and also that it would be in the wife's interests. More 
traditional wives tended to report no conAicts, as they "knew theA place", and so 
disputes arose less oAen. More conflict was reported by wives who had been or were 
still employed and this group were the ones who questioned the husband's power. 
When arguing about household chores, women tended to appeal to the husband's sense 
of responsibility.
In investigating sex diAerences, Howard, Blumstein and Schwartz (1986) found a 
tendency for women to use ‘weak' tactics in arguments, including supplication and 
manipulation. Men, on the other hand, were more likely to employ ‘sAong' tactics,
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such as bullying, autocracy, disengagement and bargaining. Whether this is also true 
when one or both partners has a learning disability is unknown, but it may be that 
different tactics are used based on the power relationship, regardless of gender.
In conAast to examining conflicts within a marriage, Dindia and Baxter (1987) explored 
the positive sAategies that couples use to keep then relationship going and developing. 
They found that successful couples communicate with each other in an open and Aank 
manner, they discuss ways to solve problems, ( not simply discussing the problem 
itself), they develop prosocial sAategies, (being cheerful to the partner and not 
criticising them), they celebrate then relationship through ceremonies (e.g. 
anniversaries), and they make eAorts to share common activities. These are all ways 
that could equally be adopted by people with a learning disability.
1.10.10 Showing Affection and Love
Both in establishing and maintaining close relationships it is important to demonstrate 
love and affection by verbal means, such as sharing an increasing number of activities 
(Duck, 1991). As early on as 1939, Burgess and CotAell stated that one of the 
outstanding features of marital success was aAection. Despite this, Cimbalo, Paling 
and Mousaw (1976), in studying couples married for up to 15 years, found lower ‘love 
scores' as marriages lasted longer. As stated earlier, married couples considered 
commitment to the partnership as the most fundamental conception of love. How 
people with a learning disability perceive aAection is unknown, but it may be a 
combination of verbal assurance, aAention and practical care.
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1.10.11 Leisure/Friendships
As has been noted earlier, diAerent types of marriages are characterised by theA degree 
of ‘togetherness' and shared activity (Bott, 1971). Where the marriage tends towards 
equality, the partners will be more likely to enjoy outmgs and visits to Aiends together 
and wAl tend to share these activities. More Aaditional marriages, however, will tend 
to show each partner as engaging in separate activities and maintaining separate 
friendships. It might be expected, therefore, that where both partners have a learning 
disability and have an egalitarian relationship, they will tend to share leisure pursuits, 
but if only one parmer has a learning disability more separation will be observed, not 
only because of a lack of equality, but also because of perceived social stigma and 
rejection.
1.10.12 Support Network
Cobb and Jones (1984) describe the process by which an individual subjectively feels 
he is supported. Others' behaviours are perceived as supportive and these other people, 
whether Aiends, family or neighbours are connected in a network which results in the 
individual or couple feeling supported. They propose that in order to judge whether 
these networks are indeed supportive, it is important to assess how they conAibute to 
the individual's sense of empowerment and abAity to solve problems, in other words, 
to cope. They suggest that an eAecAve social support network wAl help a relationship 
to continue or wAl help an individual survive the break-up. However, apart Aom 
Parker's (1993) contention that social networks do have a positive eAect on
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relationships, she points to the lack of research into the nature and quality of such 
networks and theA relationship to marital success.
Anderson (1982) found that women have Aaditionally taken on the responsibility for 
maintaining the links with the couples' extended families and that disAessed families 
have less contact with non-family members than contented fannlies. Bo A (1971) found 
a diAerence between Aaditional marriages which tended to have separate, same-sex and 
close-knit social networks dominated by kin and non-Aaditional marriages where the 
tendency was for overlapping networks which were turned to in times of need by both 
partners.
For people with a learning disability, however, it would be expected that if theA 
marriages are to be successful they wAl need a certain level of support, more if both 
partners have disabüities. MaAhison (1970) reported on the various areas where help 
was given to such married couples and this may simply reAect a continuance of the kind 
of advice aAeady given when the individuals were single. It may be extended to cover 
such issues as fniance, housing and budgeting, which were areas that were previously 
undertaken by parents or carers. Where one parmer does not have a learning disabAity 
and takes on a larger share of responsibility, it may be that professional support is not 
needed to such an extent. The role of famAy in the support network of these two types 
of marriage may diAer, possibly depending on which of the parmers has a learning 
disabAity. The parents or famAy of the individual with a learning disability may feel
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a greater compulsion to oAer help in order to increase the chances of the continuation 
of the marriage.
1.11 Systems Perspectives
Systems theory places the emphasis on the relationship between individuals, the marital 
system, the family system and the community system. Interest in the marital system has 
largely been subsumed under the broader family systems umbrella. This approach 
gained popularity in the 1980's and 1990's and developed as a reaction against the 
reductionist or mechanistic approach of behaviourism. As seen in the previous section, 
the behaviourist perspective aAempts to explain events by developing a linear series of 
stepwise causes and eAects. Its weakness is that it reduces complex phenomena under 
observation into a series of less complex reactions, but by doing so it inadvertently 
generates simplistic explanations. Systems approaches, in conAast, sAess the notions 
of wholeness, organisation and relationships rather than reductionism, cause and eAect 
and mechanistic views. This emphasis on paAemed rather than linear relationships and 
a consideration of events in context rather than the isolation of events Aom theA 
envAonmental context characterises the systems approach. It should be noted, 
however, that there is not just one systems theory, but several, all of which, however, 
encompass the features described above. These theories have dAect implications for 
therapy and diAerent ‘schools' have arisen which adopt certaAi therapeutic 
interventions.
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Reports of systems approaches to marital therapy vary Aom anecdotal, subjective 
accounts to beAer designed and conAolled studies. However, despite the increase in 
popularity of this approach, the faAure to derive testable predictions has resulted in a 
difficulty in evaluating and comparing Aeatments. Systems theories have, by and large, 
limited themselves to the study of disAessed marriages or famAies and have not 
generally analysed how couples set up and maintain ‘successful' paAems in theA 
relationships. Although sometimes rather unwieldy, systems theory aAempts to take 
into account the multiple levels of a relationship and claims that behaviour therapy 
oAers an incomplete analysis of the situation, oAen only paying lip-service to cognitions 
(Steinglass, 1978).
The systems view of marriage as a relationship has resulted in a diAerent mode of 
scientific enquiry, typified by Mansfield and Collard (1988). They believe that 
fundamental to die A interactionist approach is that in order to understand any aspect of 
human behaviour it is necessary to ascertain the definitions and interpretations of the 
situation by those involved. In other words, as Schütz (1962) stated: "To a certain 
extent, sufficient for any practical purposes, I understand theA (feHowmen's) behaviour 
if I understand theA motives, goals, choices and plans originating in theA biographically 
determined cAcumstances." (p. 496). Simply by studying statistics related to marriage, 
such as divorce and marriage rates and theA characteristics, this faAs to explain 
people's behaviour or the goals in their lives. Only by dAect questioning can people 
reveal how they define and interpret theA existence as a married couple. These 
meanings may be shared and may also have been moulded by shnAar experiences in the
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past and hopes for the future. The interactionist approach, therefore, starts with the 
individual's views and Aom these aims to understand how the individual makes sense 
of his experiences, the definitions that are used and how these are shared. By this 
method, it is then possible to explore how individuals create theA marriage and their 
own roles within it, rather than perceiving couples as fining into ‘ordained', rigid roles 
(Collard & Mansfield, 1991).
1.12 Rationale for Present Study
The research carried out on married couples as reviewed above is characterised by 
limited, snap-shot pictures of the various facets of marriage. Clearly, marriage is a 
complex phenomenon and its sheer complexity may have resulted in the lack of an 
overall, comprehensive theory to understand the relationships within a marriage. The 
present study sought to explore and describe marriages where one or both partners has 
a learning disability by using theA own accounts. This group of people, although 
representing only a very small minority of married couples, is worthy of study for 
several reasons:
4  relatively little research has been carried out on this population group and
therefore there is a gap in our knowledge 
4^  very few people with a learning disability marry, thus they are a special group
and may shed light on why this is so and the particular difficulties they face 
-f- marrying somebody who has a learning disability may have implications for
that relationship, but its precise eAects are unknown, both within the 
relationship itself and within the wider social context
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studying this group may raise issues of clinical significance and inform service 
providers of the need for the development of services 
4  increasing aAention is being given to people with a learning disability telling 
then own stories and this study represents an opportunity for this to occur
The influential paper by Berger and Kellner (1964) identifies four aspects of marriage: 
the nature of Aansition Aom being two individuals to a couple, the concept of a 
relationship that is a process, how individuals make sense of present experience with 
respect to then past lives and the assumptions they hold about the future. The present 
study was influenced by this perspective and modifications outlined by Collard and 
Mansfield (1991). These included the belief that despite the emphasis in modern 
marriage of sharing and togetherness, marriage is essentially a ‘tale of two people'. 
Even though they have common experiences, there will always be two accounts of the 
same life which may diAer to a greater or lesser degree. Ai order to avoid some 
criticisms of the interactionist approach regarding its overemphasis on the relational 
aspects of marriage at the expense of the wider social context, it was considered 
important to explore the couples' experiences of others' reactions and influences 
regarding theA marriage. In addition, it was considered that in order to define and 
interpret individuals' experiences of marriage, the research would focus on everyday 
events rather than on specialised or problematical areas, while still recognising that 
conflicts are likely to arise within a marriage.
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1.13 Research Questions
Given that the theoretical stance adopted for the present study is interactionist and that 
marriage is viewed not as a static relationship, but one that has a process and develops 
over time, it was hoped that the research would shed light on the following questions: 
^  why the individuals chose to marry and what then expectations were
how the transition Aom being single to married was experienced 
whether marriages refiect traditional or egalitarian principles and how these are 
experienced
4  the nature of conAicts and disagreements
4- the degree and nature of happiness or satisfaction individuals experience
whether individuals perceived social stigma or threats to then identity and the 
coping sAategies they used
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SECTION ONE: INTERVIEWS
2.1 METHOD
2.1.1 Methodology
The aim of this study was to produce an account of the marriages of people with a 
learning disabAity and then partners, Aom the perspecAve of those people themselves. 
Although providing a descriptive account, this study also had as its objective a more 
theoretical understanding of marriage as experienced by those people. A qualitative 
research methodology was deemed appropriate as it sAesses the importance of 
understanding the meaning of events, actions and experiences as these are interpreted 
and elucidated by both participants and researchers (Henwood, 1996). Recognition and 
awareness of the inAicacies of meaning and behaviour in its ‘natural' context is also 
emphasised. The resultant construction of description and theory is, therefore, 
‘grounded’ in interviews, observations, documents or other material (Pidgeon, 1996), 
in the present research interviews, and whAe it remains true to the original texts or 
discourse, it relies on the researcher actively interpreting the raw material and not 
merely ‘holding up a mirror to reality' (Griffin, 1986). The theory derived Aom this 
process aims to be a fiexible model that is based in everyday contexts. Instead of 
having as its aim the discovery of objective reahty, this method is more concerned with 
the generation of theory that may encompass interpretations which are multiple, 
incomplete or conflicting.
Although Glaser and SAauss (1967) were the original proponents of grounded theory,
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which incorporated systematic analysis of unstructured qualitative data as its method, 
the term ‘grounded theory' has come to refer to a much broader approach which is 
characterised by theory that is grounded closely in the detaAed analysis of qualitative 
data. In addition to the foundations of qualitative research as ouAined above, grounded 
theory sAesses Aie importance of having the concepts grounded in the data rather than 
being imposed by apnon theory. However, Henwood and Pidgeon (1992) recognise 
that the researcher does not enter the field as a theoretical tabula rasa, but rather must 
use existing theoretical knowledge to guide the interpretation and representation 
process. This is true, they claim, of both qualitative and quantitative research, as 
otherwise the data obtained would remain unstructured and muddled. Within the 
present study, famAiarity with the literature on ‘mainsAeam' marriages and the 
necessity of using a structured interview schedule (discussed later) meant that an 
existing, although somewhat tentative, theoretical Aamework was guiding Aie 
researcher. Particular care was necessary, therefore, to be aware of this, yet at the 
same time to remain faithful to the participants' viewpoints.
The literature on marriage reviewed above is complex and the paucity of research on 
marriages where at least one partner has a learning disabAity is apparent. The need 
is, therefore, to increase the understanding of these marriages and to ascertain whether 
the existing theory on ‘mainsAeam' marriages is adequate in its descriptions and 
explanations to incorporate marriages where one partner has a learning disability. 
Qualitative techniques typically produce a large amount of rich data (Walker, 1985) 
and he recommends qualitative methods where the issues to be researched are sensitive
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and depth of meaning would be likely to be lost if Aaditional quantitative measures are 
used. In addition, he claims that qualitative techniques are more suitable when there 
is a lack of existing theory and the issues are complex.
As well as appearing more appropriate to the needs of the present study, qualitative 
methods yield descriptions of subjective experiences rather than reliable and objective 
'facts'. The existing theory, as already described, relating to marriage and learning 
disability fails to incorporate many possibly relevant issues and so the aim of the 
research was to enable the emergence of additional concepts Aom the data gathered. 
These concepts could then be used to generate working hypotheses (Henwood & 
Pidgeon, 1992).
In psychology, importance is Aaditionally placed on the objecAve scientific basis of its 
research, relying on deductive rather than inductive reasoning (Walker, 1985) and the 
measurement of variables rather than theA subjective interpretaAon. Qualitative studies 
have tended to restrict themselves to explorations and descriptions, yet they need not 
do so (Good & Watts, 1989). The disadvantage of the quantitative approach is that it 
may lose the very essence of the humanity it claims to study, by dismissing as 
unreliable personal experience and atAibution of meaning to that experience.
According to Walker (1985) research is a social process in which the researcher plays 
an important role, thus an understanding is gained because Aie researcher and the 
parAcipant share a common humanity. With this in mind, the present study needed the
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researcher to engage and participate dhectly with the respondents, thus enabling an 
investigation into the marriages of people with a learning disabAity Aom their own 
perspectives. Face-to-face interviews were, therefore, chosen as the most appropriate 
method. It was recognised, however, that interviews would not be problem-Aee. King 
(1996) describes at length the difficulties inherent in interviews, particularly where 
participants have not experienced such a situation where they are the focus of attention 
for an extended period, as is likely to be die case for people with a learning disability. 
The demands of the interview itself in terms of intellect and emotion may also entail 
a degree of risk for the participants. In addition, the obvious inequality of power 
between the researcher and participants has implications for the resultant information 
gathered, although as discussed later, eAorts were made to try and minimise these 
e Aects. (See sections 2.1.4 and 2.1.6).
The task of the present study was two-fold : to describe individuals' experiences of 
marriage and to organise this information into a theoretical structure. Pidgeon (1996) 
recommends the avoidance of applying rigid methodological prescriptions and Layder 
(1993), when updating grounded theory, suggests that whAe the data should act as a 
guide, it should not Ihnit theorising. The present study retained the basic characteristic 
of being grounded in the data, but used thematic content analysis in order to Aans form 
the unstructured data into a collection of theoretical outcomes (Charmaz, 1983). The 
techniques of Glaser and SAauss (1967) regarding coding and concept formation were 
employed and are described more Ailly later, but other techniques advocated in AieA 
orighial grounded theory were not adopted for reasons outlined below.
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2.1.2 Research Participants
The research participants were drawn Aom the London Borough of Sutton, via the 
Sutton Register for People with a Learning Disability. The aims of the proposed study 
were outlined to the Steering Group of the Sutton Register (see Appendix 1) and 
permission was granted for contact to be made by the Sutton Register by letter to 
people with a learning disability who were presently married (see Appendix 2). Those 
who replied stating that they did not wish to participate were then excluded Aom the 
study. Two weeks aAer receiving the letter, the names and addresses were released 
by the Register to the researcher, thus ensuring confidentiality. Arrangements were 
made, by telephone wherever possible, to visit the individuals in then home to conduct 
the interviews. The telephone was used in preference to a further letter as it was 
expected that some of the respondents may not have been able to read or understand 
the initial letter, and therefore a Anther verbal explanation of the purposes of the study 
was possible. This gave the respondents a second opportunity to decide against 
participating or to ask any questions regarding the research. A further advantage was 
that this allowed the research to be presented in a consistent manner, conAolled by the 
researcher.
The alternative, used in some studies, has been to use professionals aAeady involved 
with the individuals concerned to explain the research and act as a go-between for the 
researcher. The disadvantages of this are that the researcher may then be closely 
identified with authority, people's responses may be influenced by their relationship 
with the worker or by theA perception of the agency and a lack of conAol over how
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the study is presented. In addition, some of the couples in the present study had no 
involvement from professionals and were not known to any agency.
2.1.3 The Interview Schedule
A structured rather than an unstructured interview was considered more appropriate, 
as the literature on marriage pointed to several pertinent issues needing exploration, 
thus the literature guided the areas of information being sought. As the literature 
describes relationships in terms of a process that develops over time, it was decided to 
include questions regarding individuals' relevant pre-marriage experiences, 
incorporating their preparations and expectations before marriage. The general life 
experiences of people with a learning disability being restricted and controlled by 
others (parents, carers, society at large) made it important to explore outsiders' 
influences and attitudes towards participants' marriages, both before the actual 
marriage and after, in terms of reactions to it and support given to individuals. 
Connected to this was the impact of outside influences over the decision whether or not 
to have children. A central component described in the literature related to satisfaction 
within marriages is that of communication, regarding several issues such as decision­
making, disagreements and gender role, (gestions were, therefore, included on how 
decisions were made, how tasks were divided and the typical course of arguments. In 
the wider context of social integration, questions were asked regarding the impact of 
having a spouse with a learning disability on their social lives.
It was anticipated that some individuals with a learning disability would have limited
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verbal comprehension and questions were phrased, wherever possible, in simple, clear 
terminology and alternatives were provided within the schedule which would elucidate 
the questions asked.
In addition, it was expected that people with a learning disability would tend to be 
somewhat inarticulate and have difficulty in responding to very open, general questions 
about their marriage. A mixture of closed questions, questions requiring a limited 
choice of answers and open-ended questions were, therefore, chosen for the interviews. 
However, during the interviews, reflecting and summarising were used in order to 
confirm participants' meanings and avoid the necessity of interpretation at a later date. 
In order to encourage participants to tell their stories, verbal and non-verbal signals 
were employed. Summarising and reflecting back were used to show that the 
researcher was actively listening and trying to understand fully the participants' 
accounts. The researcher also adopted a relaxed posture in order to indicate openness, 
encouraged eye contact with the participants and nodded frequently to show both 
understanding and encouragement of further statements.
The interview schedule was piloted on one married couple living in the London 
Borough of Merton where both parmers had a learning disability in order to ensure 
that the questions were easily understood and that the schedule was not too long or 
failed to capture the respondents' interest and attention. As a result of this, two 
questions were rephrased (questions 12 and 24, see Appendix 3a) and the final version 
of the interview schedule was completed (see Appendix 3).
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2.1.4 The Research Interview
It was decided that the research interviews would be conducted by one researcher in 
order to maintain consistency. When appointments were made, it was explained that 
both the husband and wife would need to be interviewed individually, following one 
another. Respondents were interviewed individually in order to obtain individual 
accounts rather than accounts which were jointly constructed at the time of interview. 
It also conveyed the importance attached to both partners' accounts and enabled equal 
opportunities for both spouses to voice their views, particularly in marriages where 
there was an obvious difference in dominance or verbal ability.
All of the interviews took place in the respondents' homes. It was hoped that by doing 
this, participants would feel less threatened than if interviews took place in an 
unfamiliar setting such as the researcher's office and so go some way to address the 
inequality of power between participant and researcher. The length of each interview 
varied from one hour to one and three quarter hours. Before the actual interview, the 
purpose of the study was explained again and permission was requested for using a 
tape-recorder and the reason for using this. Participants were also told that they need 
not answer all the questions, particularly if they felt some were too intrusive, in order 
to give them some degree of protection and control. They were also given to 
understand that they could request a break at any time during the interviews in order 
for them not to feel under undue pressure and to reduce stress or tension by being 
'under the spotlight' for too long a time. An explanation was also given for how their 
information would be used. It was also important to reassure the couples that their
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names would not be revealed in any published written work and only their stories 
would be related.
Part of the purpose of this initial, pre-interview, stage was to establish trust and 
rapport. The researcher's identity was validated by explaining that the study was not 
associated with any professional 'helping' agency, but rather with the university, in 
order that this would encourage participants to feel more able to voice both positive 
and negative feelings in their interviews. Although it was recognised that there would 
still be an inequality of power in the interview relationship, it was hoped that by the 
researcher distancing herself from being employed by a professional learning disability 
service, this would go some way towards helping the participants see the distinction 
between somebody genuinely interested in their experiences in their own right for 
research purposes and somebody who, at a later date, may be asked to offer advice to 
them in their role as clients. As Mishler (1986) argues, empowerment can be equated 
with 'being able to speak in one's voice' and so the very act of being interviewed and 
relating one's story can result in an increase in feelings of empowerment. It was also 
stated that while the work might not benefit them personally, it was hoped that it might 
do some good for other couples in a similar situation.
As King (1996) points out, the adoption of a professional stance does not imply 
interpersonal distance and in order to listen and understand participants' accounts, it 
is necessary to become fully involved with them. Building rapport demands a measure 
of intimacy that goes beyond the normal relationship between interviewer and
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informant and involves a two-way process of communication. It was important to try 
to put to one side the values and standards of middle class society for judging 
homemaking skills, childrearing practices and quality of family life and instead to 
accept people as they were. As Booth and Booth (1994) state : "Rather than being an 
indulgence, trust and rapport may have a crucial influence on the quality of the data 
obtained. " Ideally, in order to increase levels of trust and disclosure, each individual 
would have been interviewed several times, but this was not possible in the present 
study due to time limitations.
As other researchers have found, (Wyngaarden, 1981), some informants regarded the 
researcher as a potential helper with their problems. At these times, it was necessary 
to remind them of the distinctness of the role of researcher, but to give them the 
appropriate information to contact the agency they needed.
2.1.5 Data Analysis Procedure
In order that none of the data was lost, all the interviews were transcribed verbatim. 
This process was very time-constuning, but increased the researcher's familiarity with 
the data and enabled tentative themes for analysis to be identified (Fielding, 1993). 
The process of 'coding' then began, whereby the data is divided into units of meaning 
and labelled (Pidgeon, Turner & Blockley, 1991). In this way, more and more 
concepts were generated by the data and recorded on index cards, along with direct 
quotes from the participants regarding the concept. Coding ceased when all of the data 
had been covered and no further concepts were extracted. In addition, the relationships
276
between the concepts were explored, leading to possible explanations and theories 
(Taylor & Bogdan, 1984). This was done by constantly comparing the emerging 
concepts and their defining properties and establishing links between them in two ways: 
sometimes the respondents themselves explicitly made the connection or the data 
relating to one concept could also be recorded under the related concept. If time 
allowed, 'theoretical sampling' would take place where new cases would be 
incorporated in order to refine or develop the concepts already generated. In addition, 
'negative' cases would be explored which would not fit the emerging system and so 
serve to revise assumptions or categories. However, these extensions were not 
possible in the present study because of a lack of further married couples.
2.1.6 Justification of Method
Traditionally, psychological research has been judged in terms of its methodological 
soundness and emphasis has been placed on achieving objectivity and lemoving 
subjective bias, as well as ensuring reliability, validity and generalisation (Henwood 
& Pidgeon, 1992). However, qualitative researchers have disputed the relevance of 
using these traditional measures to evaluate their work and claim that the personal is 
always present in research. Furthermore, in attempting to remove this connection 
between the researcher and the researched, the benefits of qualitative research would, 
they purport, similarly be eradicated.
2.6.1(1) Reliability and Validity
Questions have been raised as to how to evaluate the validity of people's accounts of
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their own experience and social reality (Bryman, 1988). One method that has been 
suggested by Joseph, Emmons, Kessler, Wortman, O'Brien, Hocker & Schaefer (1984) 
is to ask informants to review the researcher's interpretations. One of the main 
problems of this is that the researcher's interpretations may reflect different aims from 
those of the informants. Smith (1996) also suggests that because of the inequality 
between researcher and participants, it may be that participants will find it much easier 
to agree with the researcher than disagree. Similarly, some individuals may concur 
with conclusions and others may not, which would still leave open the question of 
validity. An alternative approach is to make explicit the decisions made at each stage 
of the research and why they were made and in this way lay the process open to 
criticism and alternative explanations (Lincoln & Guba, 1985).
The relevance of validity and reliability regarding individuals' personal perceptions 
may even be challenged. Replication is rarely possible given the time-consuming and 
intrusive nature of in-depth interviewing and ethical considerations would probably be 
prohibitive. Interviews can only provide a snapshot of an individual's experiences and 
perceptions at a particular moment in time. The very act of relating one's story may 
result in reflection and lead to subtle or dramatic changes in self-perceptions at a later 
date. Therefore, it might be expected that it would not be possible to replicate 
findings, but this does not in itself lead to the conclusion that the original findings are 
either unreliable or invalid. In addition, the complexities of field relationships do not 
allow for standardisation or control and it is arguable if there is even an objective 
reality, but simply individuals' perceptions of reality, which may vary. Equally, as
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there is no independent access to an informant's inner world, their accounts and 
perceptions can not be validated. It is not known, therefore, if people with a learning 
disability pose any more or less problems as informants than other subjects. One of 
the difficulties that could arise is how to interpret silences. In the general population 
silence may represent a reluctance to answer a question because of embarrassment, fear 
of being judged harshly or other reasons. People with a learning disability, on the 
other hand, may also be silent because they do not understand a question or are unable 
to express their answer (see section 2.1.6(iv)). It was anticipated that during the 
interviews it would be necessary to give the participants time to explain why they were 
silent, for the researcher to be prepared to rephrase questions and probe participants’ 
replies carefully without seeming to be challenging their statements but rather to seek 
clarification. Alternatively, as people with a learning disability have less understanding 
of social conventions and interaction, they may show less inhibition in their accounts, 
as they are unable to anticipate the other person’s reactions and judgements.
It might have been possible to access other data sources, such as friends, family or 
professionals, in order to confirm basic factual information, but these sources would 
not be helpful in validating feelings or perceptions. The best technique for validating 
the data was, therefore, to make comparisons across couples. This enabled similarities 
of accounts to confirm one another and common experiences and feelings emerge, 
making it more likely that narratives did, indeed, show structural features in the 
individuals' lives. However, this is not to be taken as an attempt to reach some 
arbitrary degree of similarity, (as for example, level of significance in quantitative
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research), but rather as a way of organising the data. With such a small sample being 
studied, it would be expected that there would be wide variations in experiences of 
marriage, but one of the aims of the study is to describe the commonalities and to be 
able to provide an explanation when exceptions or differences arise.
Atkinson (1988) argues that the validity of the data "is the stuff of the relationship 
between the interviewer and the informant" and that the problems of reliability and 
validity are more apparent the greater the distance between researcher and his or her 
subjects.
Qualitative researchers have not agreed on a uniform way of ensuring reliability and 
validity, but rather rely on disparate approaches. One of the most central 'tests' is that 
advocated by Glaser and Strauss (1967) that the theory should 'fit' and 'work' and be 
of relevance to those being studied. Smith (1996) stresses the importance of consistent 
and coherent arguments within the research and that enough raw data is presented in 
order to allow alternative interpretations to be posited.
2.1.6(11) Subjectivity
Criticisms have been levelled at qualitative researchers for their lack of objectivity and 
their more interactive role than in traditional research. Claims have been made that the 
interviewer can thus influence the data that is collected (Emerson, 1983) and that 
qualitative interpretations are simply subjective accounts. However, Filstead (1979) 
argues that both quantitative and qualitative research are open to subjective bias, not
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only by the researcher's background but also by the selection of parameters and 
baseline data, the interpretation of findings and the choice of facts and evidence. In 
preference to the efforts made to eliminate subjectivity, an alternative is to be aware 
of it and to use it consciously in order to develop personal relationships of trust with 
the informants and, as a result, encourage genuine disclosures based on that 
relationship (Birren & Deutchman, 1991).
2.1.6(111) Generalisation
One of the aims of traditional research is to be able to generalise the findings to a 
wider population than the one studied. In those cases, therefore, it is important that 
the sample studied is typical of the greater population. In the present study, it is not 
possible to state whether the sample is representative of all marriages where one or 
both parmers has a learning disability and indeed, this was not the aim of the research. 
If generalisability is possible, it is the extent to which the data can generalise to 
theoretical propositions and in the present study to what extent the marriages smdied 
are similar to 'mainstream' marriages. Henwood and Pidgeon (1992) talk instead of 
transferability, rather than generalisability, of findings. The findings of a smdy are 
then applied in contexts similar to the original context from which they were derived.
2.1.6(iv) Articulateness
Bertaux (1981) states that "a good life story is one in which the interviewee takes over 
the control of the interview situation and talks freely." Previous researchers (e.g. 
Booth & Booth, 1994) have found this to happen rarely when interviewing people with
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a learning disability. They generally answered questions with a single word, a short 
phrase or the odd sentence. Additional characteristics of their language included : an 
instrumental rather than an expressive vocabulary; a present orientation; a concrete 
rather than an abstract frame of reference; a literal rather than a figurative mode of 
expression; a focus on people and things rather than feelings and emotions; and a 
responsive rather than a proactive style. Interviews with this population, however, can 
still produce rich stories, they claim, but the interviewer has to work harder. In 
particular, it was anticipated that where participants might reply using words which are 
imprecise or ambiguous, further probing would be necessary, offering alternative 
phrasing in order to elucidate their meaning. It was also considered important in this 
respect to establish a good rapport by showing acceptance of participants' accounts and 
making clear that additional questions were simply being used to help the researcher 
understand their experiences rather than to challenge the validity of their responses. 
Where events were simply being described, with an absence of feeling or emotion 
being expressed, it was considered that it would be appropriate to ask directly about 
the participants' feelings in order to produce fuller accounts and not to have to rely on 
* subsequent interpretations.
2.1.6(v) Response Bias
In a series of studies Sigelman and her colleagues tested the proposition that due to 
"deficient cognitive, verbal and social skills, mentally retarded persons might be 
especially susceptible to response effects" (1982). Specifically, they found that few of 
their respondents could answer open-ended questions adequately and when they did.
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they provided relatively little information. Simple questions requiring the answer 'yes ' 
or 'no' introduced a strong acquiescence bias (the tendency to respond affirmatively) 
and questions which held either/or, discrete rather than quantitative options produced 
high responsiveness and only a weak tendency for recency (the selection of the last 
option). However, these studies were carried out on children or institutionalised 
samples and acquiescence may be an adaptive response to their living conditions when 
most of their lives are under someone else's control. Such a response, it could be 
argued, is maladaptive in the wider community, where people with a learning disability 
may experience hardship and harassment, and acquiescence may be, therefore, a 
function of certain living situations rather than an innate characteristic of people with 
a learning disability.
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3 RESULTS
In the following section, fictitious names have been given to each individual in order 
to give the participants a human voice (rather than referring to subject A1 or B2), but 
still protecting their identity. Each couple have been given names that begin with the 
same letter of the alphabet, thus Anna is married to Andrew and Bella is married to 
Ben, for ease of identification.
For each question on the interview schedule, the answers were labelled and organised 
into discrete categories by the researcher. In accordance with Ambert, Adler, Adler 
and Detzner (1995) it was considered unnecessary to carry out intercoder reliability as 
the informants' words were explicit.
Despite anticipating certain problems that could be encountered in carrying out the 
research, such as participants' limited verbal skills and the inequality of power between 
researcher and participants, (as discussed in the method section), and the measures 
taken to try and minimise these difficulties, the data gathered from the individuals 
proved to be lacking in richness and detail. Although certain themes emerged in the 
analysis of the data, it was not possible to derive complex theoretical structures and 
links, nor to ascertain whether connections between categories were causative or 
simply associative. Implications for further research of this nature with this population 
group are discussed in the conclusions section.
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3.1 Demographic Details of Participants.
FiAeen married couples out of the original twenty couples contacted through the Sutton 
Register agreed to participate in the research, representing a 75 % acceptance rate. One 
couple had moved out of the borough and their new address was unknown, one married 
woman had died and three couples refused to take part. Of the fîAeen remaining, only 
five of the marriages consisted of both partners having a learning disability. In the 
other ten marriages, eight of the wives had a learning disability and only two of the 
husbands.
All of the individuals with a learning disability had a mild rather than a severe learning 
disability and were all verbal.
As regards age when they became married, only three individuals were between 20 and 
24 (two were women with a learning disability and one was a man without a learning 
disability), ten were between 25 and 30, eight were between 30 and 39, five were 
between 40 and 49 (three were women, two were men, all with a learning disability 
except one woman) and four were over 50 (all men, two with and two without a 
learning disability, the two without a learning disability had both been married before). 
Thus, in this group there is a tendency for people with a learning disability to marry 
at a later age than society in general.
Nine couples had been married less than five years, two between six and ten years, two 
between eleven and twenty years and two more than twenty years.
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Seven individuals had been married previously, four men without a learning disability 
and three women, only one of whom had a learning disability. Five of the previous 
marriages had ended in divorce, while two had ended in death of the spouse. Only one 
of the married couples represented a second marriage for both partners.
Sixteen individuals had been living with their parents or other members of their family 
immediately before they married, seven had been living in a group home or hostel (all 
had a learning disability), while the remaining seven had been living independently, 
(five men without a learning disability and two women with a learning disability, both 
of whom had been married previously).
Seven of the couples had no children, while only four couples did have children (two 
couples had one child, one couple had two children and one couple had five children). 
All of the mothers had a learning disability, but only one of the fathers. Two of the 
fathers had been married before and one of the mothers. Four individuals had children 
from a previous marriage, (three men and one woman, all without a learning 
disability). Three others had children who were "in care".
3.2 Emergent Themes.
3.2.1 Power.
The most prominent underlying theme identified as being central to various components 
of the marriages was that of power. Participants referred to the concept in different
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ways, although they avoided actually using the word 'power', but the balance of 
power between the spouses was in evidence in their descriptions of numerous aspects 
of their marriages. The definition chosen that encompassed the variations described 
was that power was shown by one spouse over the other when they exerted control, 
authority or influence over that person. Thus individuals were assumed to be more 
powerful when they used phrases such as "I took her in hand", "she relies on me", 
"taking charge" and "telling him what to do." The descriptions individuals gave relate 
to how they themselves perceived the power relationship within their own marriages 
and are thus important even if there is no other method in the present research of 
measuring or observing power.
One of the most important reasons for exploring the power relationship in marriages 
where one or both partners has a learning disability is that research has typically found 
power to be invested in the husband rather than the wife (Ball, Cowan & Cowan, 
1995). The question to pose, therefore, is whether this is necessarily so in marriages 
where the husband may have a learning disability. The opportunity in the present 
research arose to contrast the three different combinations of parmers in terms of 
power:
i) husband without a learning disability and wife with a learning disability
ii) husband with a learning disability and wife without a learning disability
iii) husband and wife with a learning disability
Although the numbers of couples in each category is not similar (8,5,2 respectively), 
it was possible to delineate what aspects of their marriages led to power being
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predominantly in one partner or whether it was shared equally. It was also possible 
to show in what areas this power manifested itself and how this was associated with 
each individual's happiness in the marriage.
1) Type 1: Husband without a learning disability and wife with a learning 
disability
Figure 1 overleaf represents the marriages of non-learning disabled husbands and their 
wives with a learning disability. Such a husband may derive his power from a number 
of sources, although obviously not all of the sources will be relevant for each husband. 
Not only would it be expected that the husband would hold the balance of power 
because of the traditional pattern of husbands being more powerful than their wives, 
legitimised by the social and historical context, but in these instances, having a higher 
level of intelligence might be expected automatically to place the husband in an 
advantageous position. However, these couples showed certain features that streng­
thened the husband's position of power even more.
Previous Experience.
Four of the husbands had been married before and therefore had experience of living 
in a close relationship and two more had experience of living independently, having 
le A their parental home. This contrasted with the women, five of whom were still 
living with their parents or family when they met their prospective husband and one 
who was living with staff in a group home for people with a learning disability.
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Nina : ''The staff looked aAer us and did most of the honsewor k
and everything - 1 didn't even have a key, just in case I 
lost it. Nathan was used to doing more and so he was 
able to help me when we got married. "
Andrew : "I'd already been married once before and Anna was
still living with her parents, so she hadn't really got 
much experience of life - 1 just took over looking aAer 
her after her parents."
These women, therefore, recognised that they had minimal experience of independence 
and it is likely that they relied on others for day-to-day guidance and support.
Balance of Power before Marriage.
Most of the couples reported meeting in public places, such as the cinema, the street
or because their parents were friends or they were living in the same neighbourhood.
Such meetings reflect 'mainstream' encounters where shared background, residential 
area or leisure pursuits determine that couples will first meet. However, two of the 
couples in the present study met where the balance of power between them was 
immediately unequal: both of the husbands were volunteers in a learning disability 
arena (a day centre and a swimming club).
George : "I first met her at the swimming baths when she was 15
years old. I taught her to swim. I didn't see her for 
many years, but then when I met her again she was in a 
complete mess and so I just took her in hand and showed
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her how to get back up again. She still relies on me to 
keep her on the straight and narrow."
Gail sheds light on his motivation for doing such work, but her description suggests 
that she did not perceive him to be in a more powerful position than her :
"He was lonely. I felt sorry for him as he hadn't got anybody - that's 
why he used to come and help at the swimming club. He showed me 
how to swim and he's shown me how to do lots of other things too 
since we've been married. "
Thus George views their relationship originating with him in the position of 
helper/teacher and this endowed him with a superior position which then carried 
through into their marriage.
Reasons for Marrying.
Although the two most common responses by far amongst all the thirty participants was 
that they married for love or companionship, only three of the husbands in this type 
of marriage mentioned these reasons. Thi& is despite their descriptions of the positive 
qualities in their prospective wives as being kind, friendly, easy to talk to and fun to 
be with. Instead, these husbands gave reasons focusing on the care and protection that
they would be able to give, implying that their partners were more needy and
dependent.
Ivan : "I'd known her for a long time and got to know
more about her. She was kind and pleasant and 
I wouldn't want anyone hurting her - 1 felt very
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protective of her - she says Tm overprotective."
This view of looking after the wife with a learning disability was also shared by some 
of the parents and this, in turn, may have strengthened the husband's position.
Anna : "They weren't sure about him, whether he'd look after
me well enough. My Dad used to have long talks with 
him to make sure that I'd be all right and that he'd look 
after me."
Harry : "Her mother liked the idea. I could lead her on the right
path and look after her. Not like her other husband.
They didn't want me mistreating her, but also they knew 
that she'd need a lot of looking after. "
Expectations of Marriage.
The husbands' reasons for marrying did not simply operate in a vacuum and Troupp 
(1994) argues that a marriage is unlikely to last or be successful if the husband's 
expectations do not coincide with his partner's. In other words, the aims of the 
spouses must, in some sense, mesh together, even if they are unspoken. Most of the 
wives claimed that their reason for marrying was love. However, in analysing their 
expectations of marriage, it became apparent that certain expressions coincided with 
their husband's.
Heather : "I thought it would change my life for the better.
Despite what I'd been through with my ex-husband, I 
knew Harry would be different and not beat me up."
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Heather appears to believe that as long as she is not beaten np, she will be happy. 
Similarly low expectations of marriage were expressed by other wives :
Iris : "I thought it would be hard work - he is so hard work. "
Other wives had very unclear ideas before they were married as to what marriage 
would be like, despite the vast majority of them having been brought up with their 
families of origin, rather than in an institution. Some simply viewed marriage as a 
way to escape an unhappy or abusive situation :
Gail : "My sister didn't like it, because she didn't want to lose
my money - she mistreated me. She used to starve me 
and hit me. When I met George I only weighed 7 
stone."
Some of the women in this study reported years of experience of being in the 
passive/inferior role and this, coupled with their comparatively low expectations of 
marriage, may have resulted in a continuation of their less powerful position, this time 
in relation to their husband.
Gail : "My sister used to beat me...I got so used to it, every
day I'd dread seeing her. So when I met George again 
it was such a relief - 1 didn't mind him taking charge - 1 
was used to it, but at least he didn't beat me."
The four areas described above can all be seen as laying the foundations for the balance 
of power in these marriages resting with the husband. There is some indication that 
the four areas are to some extent responsible for causing the power to be invested in 
the husband, as some of the participants state explicitly that because the husband had,
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for example, more experience of independence they simply "took charge" after the 
marriage. However, this direct confirmation of causation is not always possible and 
in some areas, such as the wife's low or unclear expectations of marriage it is unclear 
as to whether this contributes to the husband holding power or whether it is simply 
associated with it. Having established the pre-conditions of the husband receiving or 
gaining power, it is important to discover how he displays it and in what 
circumstances.
Decision-Making.
Three different areas within the marriages were evident where decision-making was 
made predominantly by the non-learning disabled husband : housework, outings and 
holidays.
Although there were wide variations in the patterns of sharing housework, ranging 
from equal sharing, to either most of the tasks carried out by the husband (in a few 
cases) or the wife, both partners tended to agree that the final decision as to how the 
tasks were divided had been made by the husband. Sometimes there were no 
discussions and the pattern was singly established by the husband taking minimal part 
in the chores or an underlying understanding that this area was the wife's domain. 
Harry : "I'm used to a wife doing most of the chores and so she
does it. "
This acceptance of the husband's authority was echoed by Heather :
"He says I'm a housewife and carer, so I have to do things,
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even though I don't always feel up to it. "
In other marriages, the wife accepted the traditional separation of tasks by gender as 
defined by her husband :
Ivan : "When we got married, I told her that I wouldn't get
involved in all the housework, that that was a woman's 
job. Now she moans a bit, but she still gets on with it. "
Even in marriages where most of the household tasks were shared, the area of financial 
control was virtually always held by the husband. This was sometimes explained in 
terms of the wife's learning disability preventing her from understanding figures, but 
generally there was no explanation given at all. Clearly, the area of money is 
fundamental in terms of the power relationship between the partners, and whereas some 
husbands reported spending a long time helping their wives to learn a new task, this 
was never budgeting or finances.
Kevin : "Trying to explain things - trying to teach her how to
use the washing machine - she just can not learn. It's far 
easier if I do the hard things, otherwise it's just a waste 
of time."
The most extreme example of this is in George and Gail's marriage, where during the 
past couple of years he has become blind. As might be expected, she has gradually 
taken over all of the housework, yet he has retained control over the finances, even 
though she has demonstrated a remarkable ability to adapt and increase her skills. A 
handing over of the purse-strings could be seen as the final capitulation of power and 
therefore, difficult as it must be, George continues to hold on to this area.
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George : "She can't manage money - she used to go on spending
sprees or get drunk, so I have to keep hold of it. I give 
her money for shopping for the food and that, but I have 
to take control of the money otherwise we'd really be 
stuck. "
In the other two areas of holidays and outings, again it is the husband who tends to 
decide and organise the events.
Nathan : "She knows I like football, so she comes with me. "
Kevin : "We talk about holidays and so on, but in the end I
decide and after all I have to pay most of the money and 
go to the travel agents and arrange everything, so it's 
only fair.”
Difficulties Experienced.
The most frequently desired change in the marriages was for the relationship between 
the partners to improve. The sorts of changes hoped for included the following : 
Bella : "There's a lot I'm not happy with - like we argue a lot.
He's always complaining about the state of the house and 
my temper, but he doesn't realise I've got so much work 
with all the kids.”
Harry : "She can be a bit of a cow in the morning - 1 get moaned
at if I wake her up. If she gave up moaning and
smoking, she'd be the ideal woman.”
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Throughout their reports of arguments or changes desired in the marriages, the 
assumption, frequently explicit, is that it is the wife's shortcomings and that, therefore, 
she should change her behaviour in order to bring about an improvement. Many of the 
wives shared this view, although whether or not they originally concurred is not
possible to ascertain.
Kate : ''Hopefully things will get better if I don't keep getting
jealous or if I have tantrums. I do try and control my 
temper, but I can't always manage it."
Ivan : "When we first got married I never used my front door
key because she had the T.V. on and sometimes was 
cooking as well and I just banged on the door. Now she 
always greets me when I come in from work - she never 
used to. She's always pleased to see me after work."
Here, Ivan has put further pressure on his wife to conform to his idea of what a wife 
should do and she has not only changed her behaviour according to his wishes but 
actually appears happy to do it.
Several couples reported that it was the husband who usually wins arguments and the 
wives in these marriages frequently laughed or smiled when relating this. Even where 
husbands stated that they married in order to care for their wives, this protection 
seemed to concern outside forces or people and did not extend to their own behaviour. 
For example, when describing a typical argument, George said :
"Love and protection is there, because I've got a very powerful voice
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if I get rattled. "
Ivan used similar tactics :
"She soon quietens down. Sometimes I have to raise my voice to make 
her understand. "
Support Network.
These marriages tended to report very little help or support from outsiders, particularly 
professionals. This could be seen in terms of the acceptance of outside help as 
undermining the husband's position of power and therefore it is refused.
Harry : "We have our ups and downs, but when I married her I
told her parents that I could cope, so I can hardly turn 
round and say that I need help, can I ?"
These couples also had little contact with their neighbours.
Andrew : "We keep ourselves to ourselves. I don't go to people
for help."
Here, Andrew makes it clear that it is his decision to manage without others, rather 
than a joint decision made with his wife.
The main source of support that was accepted by these couples was from their own 
families and this help was usually Anancial, either in lending or giving money. 
Families could be expected to keep such secrets to themselves and, therefore, this 
would not pose a threat to the husband's position of power in the marriage.
Kevin : "I don't mind borrowing money from my Mum, but I
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can't face going to Social Security or somewhere and 
then all of them knowing. My Mum won't tell 
everyone, she wouldn't even tell my Dad."
Generally the participants did not state that the ways in which power was exercised 
within the marriage by the husband led to a strengthening of his position. However, 
when they report that the husband makes the m y^ority of decisions and arguments relate 
to the wife needing to change, it appears reasonable to suggest that these actions and 
behaviours lead directly to the confirmation and consolidation of the husband being in 
the position of holding power.
Happiness.
The picture painted above of a marriage where the learning disabled wife is in a less 
powerful position in relation to her non-learning disabled husband results in happy 
marriages. Both parmers report that they are 'happy' or 'very happy' in their 
marriage. This type of marriage represents the traditional male/female superiority, 
based not only on gender but also intellectual differences which serve to highlight the 
distinction between the partners.
The one couple who were an exception to the pattern described in the above sections 
was the newly-wed couple Nina and Nathan who reported sharing all decision-making 
and responsibilities. Both of them worked full-time. These two aspects of their 
marriage (employed and recently married) can perhaps explain why their marriage is 
different, as they clearly have taken on equal positions of power in providing money
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and are still in the stage of discussing all decisions together, apparently a characteristic 
of newly-weds according to Blood and Wolfe (1960). This couple also reported that 
they were both very happy.
ii) Type 2: husband with a learning disability and wife without a learning 
disability
Figure 2 overleaf represents the two examples in the present research where the 
husband has a learning disability but the wife has not. Although it is based on a very 
small number, it is worthy of consideration because of the light it may shed on the 
differences or similarities it may reveal when compared with the previous situation 
described where the wife has a learning disability. It is also interesting to note whether 
power in a marriage always rests with the husband or whether this can be overridden 
when the wife is intellectually superior.
As can be seen from the diagram, it bears remarkably close resemblance to the type 1 
marriage, the most striking difference being that the final result is an unhappy 
marriage, as perceived by the wife. Again, though, it is not possible to state that the 
connections between the concepts show causation, but rather association, as there is 
little evidence for causation cited by the participants.
Conditions Prior to Marriage.
As in the type 1 marriage, both of the non-learning disabled partners had lived
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independently before getting married to their current partner, one having been married 
previously. Therefore, these wives already had experience of looking aAer themselves 
with a high degree of responsibility.
Lily : "Td been married before - he was an airman in the war
and got killed, so I had to look after myself quickly and 
get the hang of everything - 1 was all on my own and 
with a baby to look after.''
Furthermore, both wives had met their prospective husbands where they, the women, 
had held positions of power. One woman, Jean, had been a member of staff at the 
learning disability hostel where Jack lived and the other woman, Lily, had been a 
voluntary worker at the Salvation Army centre where Leonard frequently visited for 
support and help.
Jean : ''I was a member of staff at the hostel and I had to help
the residents learn to look after themselves and do things 
properly, including Jack. I spent a lot of time trying to 
get him to clean his room or tidy up. I was always 
telling him what to do.”
Again, as in the type 1 marriage, the reason for getting married was not cited as love.
Lily : ""I didn't like him! I thought he was a nasty man. He
said his parents were very hard on him - he tried to 
make me sympathetic.. .1 didn't love him - 1 felt sorry for 
him. I felt that if I married him I could bring him up to 
standard. ”
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Lily saw her marriage as a way of improving Leonard. She recognised that her 
marriage would be "looking after him” and Jean echoed this sentiment when she said: 
"I realised it would be hard work, maybe because he's got a learning 
difficulty.”
From the women's descriptions, they clearly married in the knowledge that the 
learning disability would create pervasive problems. Jean said that it was Jack's 
"sense of humour” that Arst attracted her. However, her stated reason for marrying 
him was in order to look after him and "make sure he's all right. ”
Both Jack and Leonard expected their marriages to meet their needs to be looked after 
and had little idea that they, too, might have to make a contribution.
Leonard : "I thought it would be nice to have someone to look after
me and do everything for me.”
Both of the husbands viewed marriage as an escape from their previous living 
arrangements and Leonard, in addition, described suffering while living with his own 
family :
"I wanted to get away from my parents and my sister - she wouldn’t let me 
have any money.”
It is apparent, therefore, that the marriages in these cases is fulAlling the 
complementary needs of each partner : the wife for taking responsibility and the 
husband for being 'saved' and looked after. This echoes the finding in the type 1 
marriage.
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Manifestation of Power in the Marriage.
The three areas of decision-making, difficulties and support network mirror those 
found in type 1 marriages, but with one significant variation : in all of these areas, the 
focus is on the problems presented by the learning disability, whereas this is not the 
case for type 1 marriages. The learning disability in type 2 marriages is given 
prominence as the underlying reason for all the problems experienced.
Both wives carried out virtually all of the household tasks and that had been their own 
decision.
Jean : "We're not on the same level with age and ability - more
the ability. I'm quicker than he is - it's easier for me to 
do things. Jack can only do simple things...I have to
initiate everything or push him to do things.”
Lily : “He can't do anything! He's caught the curtains alight
when he put the kettle on. He'd be a different man if he 
didn't have a mental handicap. He can be a pain in the 
neck. ”
The wives not only carry out all the chores, but at the same time resent this and blame 
their husband's learning disability for preventing them from taking on their fair share 
of the work.
The arguments that are reported in these marriages centre, too, on the limitations 
imposed by the learning disability.
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Lily : "I always have to tell him off and be firm - he never
learns. What am I supposed to do? He's so lazy - it's 
all up to me. It's just one battleAeld. "
Jean : "We argue, but it's probably because Jack's slower - I
haven't been mollycoddled like him. ”
The very reason that they originally had for marrying has been transformed into the 
reason for the failure of the marriage from the women's point of view.
When looking at the marriage from the husband's perspective, however, Leonard 
claimed that there were no difficulties, as his wife "does everything for me.” Jack, 
too, minimises any problems by saying :
"Yes, we'll always be married to each other - 1 won't change...things 
would be better if I could get a job.”
These attitudes may reflect their lack of insight into the state of their marriage, but are 
also suggestive of their rather simplistic expectations of marriage in terms of having 
their practical needs met.
Both marriages received help from outsiders, including social workers, family and 
friends. All of this help focused on trying to limit the problems that arose because of 
the learning disability. Social workers had helped them receive the appropriate beneAts 
and made applications to learning disability day centres, while friends and family were 
used by the wives to discuss the difAculties they were experiencing with their 
husband's learning disability.
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Happiness.
This balance of power tilted heavily in the direction of the non-learning disabled wife 
resulted in a dissatisfaction with the marriage from the wife's perspective, but both 
the husbands stated that they were happy.
ill) Type 3 : husband and wife with a learning disability.
The third type of marriage in evidence in the present research was that of both partners 
having a learning disability and is shown in Figure 3 overleaf. This mix is interesting 
in terms of power, as on the basis of gender alone it would be expected that the 
husband would hold the power, but as regards their intellectual ability, unless there is 
a signiAcant discrepancy, there should be an equal sharing of power.
Conditions prior to Marriage.
The same features as in the previous two types of marriages set the scene for the equal 
sharing of power. All of the individuals were either living at home with their parents 
or living in a group home or hostel for people with a learning disability before they got 
married. They were all, therefore, dependent on others for most of the day-to-day 
decisions regarding their lives.
Eleanor : "We weren't allowed much Aeedom in the group home -
there was always staff doing everything. I didn't learn 
much really and they were always telling me what to do.
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I got fed up with it in the end.
In addition, they all met in facilities for people with a learning disability where they 
were again in a relatively equal powerless position.
David : "I never lived on my own, I was either with my family
and then later in a hostel. There were so many of us, it 
was a bit like being cattle. I wanted to do things for 
myself really and so did Dawn - we thought we could 
make a go of it together. "
It has to be remembered that only a very small minority of people with a learning 
disability marry. All of the respondents in the present research had mild learning 
disabilities and were verbal. Apart from these outward characteristics, they did not 
display any special distinction which might make them more likely to marry. 
However, when describing the reasons they had for getting married, there was one 
striking feature, as stated by Mary :
''I thought it would be nice to be married, but I didn't know really - 1 
wanted to be like other people."
This desire to change her condition so that she would be ''less different" provides her 
with the fundamental driving force to marry. Some individuals merely stated reasons 
for marrying that do not differ from any other member of society, thus showing strong
identification with general norms.
Cathy : "I always wanted to get married...I wanted to leave
home and look after myself - I'd had enough of living at
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home.”
Dawn : "I wanted to start a family, it was about time I started a
life."
However, considered in isolation, these aspirations may seem remarkable enough, but 
most of these couples were on the receiving end of disapproval from staff or one or 
both sets of parents.
Colin : "The staff moaned and complained about me, they didn't
like me visiting her and chucked me out one day."
Mary : "They didn't like it - they thought I wasn't good enough
for him. We had to have boundaries - they didn't like it.
When they found out I was two months pregnant, they 
said I could stay and get rid of the baby or move back to 
my Mum - and my Mum thought I was too young. ”
They had to show determination, therefore, in the face of opposition from those in 
authority over them. It is even more surprising, therefore, that these individuals' 
image of marriage before they got married was very unclear, as may be the case for 
people in general. In other words, they were fighting hard to achieve something whose 
reality they had only a vague notion, except that it was something 'normal' people do.
Cathy : "I was nervous about getting married because I thought
it would be different, but I wasn't sure what it would be 
like."
Michael : "I thought marriage would just be the same as if we
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weren't married - that she would be my best friend."
Results of Equal Power Sharing.
The most obvious manifestation of equal power sharing in these marriages is the 
predominance of joint decision-making. This was evident across the three areas of 
housework, outings and holidays. Regardless of how the household chores were 
divided out, the key to their division was that both partners decided the pattern 
together. The main reason given for the basis of these decisions was the ability of that 
individual to carry out the task.
Eleanor : "Eric does the difficult things I can't do and helps me if
I need it. ”
Sometimes the sharing out of the tasks may not seem objectively fair, but the couple 
themselves are happy with the arrangement.
Mary : “I do the hoovering, washing up and ironing because he
does the cooking."
The one exception to this sharing was in the case of the couple where the husband 
worked. In this instance, the pair agreed that because he was in full-time employment, 
the wife would take on the major responsibility of household tasks, so even within this 
couple, the decision had been made jointly.
Given that these couples where both partners have a learning disability have had to be 
very determined in order to get married, they explain the advantage or necessity of 
making decisions jointly.
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Eric : "We always do things together - we've always had to be
together on things. The staff used to try and separate us, 
but we found we could stand up to them if we stuck 
together."
The nature of the arguments reported and the changes desired within their marriages 
also have a different emphasis from type 1 and type 2 marriages. The focus tends to 
be on tangible, practical aspects, such as money, resources and housing, rather than 
on their interpersonal relationship.
David : "A few days ago, we argued whether we should pay to
have the gas sorted out. She thought we wouldn't have 
any hot water, so we were worried about not having 
enough money. It fizzled out and calmed down after a 
few minutes. It's usually about money or social 
workers.”
Oliver : "We always talk about what it would be like if we could
have our own flat or something. We don't want to live 
with her parents all the time. "
This tendency to emphasise the practical aspects of their marriage could be seen as the 
result of living in disadvantaged circumstances and the necessity of addressing these 
issues as a priority in order to meet basic day-to-day needs. However, it can also be 
seen as a way for these couples to direct themselves jointly towards aspects that cause 
them both to suffer equally, thus strengthening their unity, instead of focusing on each 
individual's shortcomings and so undermining their joint strength.
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Cathy : "We both have things that we And difAcult, so we have
to work together to get things better, it's no use saying 
what we can't do, because we'll never get anything done 
that way."
This theme is repeated in the sorts of help they request and/or receive from outsiders. 
Generally the advice centres around practical help or gaining access to services and 
resources. A wide variety of people are involved in providing this, from paid 
professionals to family, friends and neighbours.
Dawn : "The social worker has brought those saucepans and that
fridge, kettle and toaster. The community nurse has 
talked to me about the house, money and David's 
health. ”
Mary : “His Mum helps with babysitting and also lends us
money. His family gave clothes for the baby."
Colin : "The neighbours usually pop round the garden, help me
in the garden cutting bushes I couldn't reach. They've 
also lent us their stepladder as we're doing some 
decorating."
Happiness.
These couples, without one exception, all reported feeling very happy in their 
marriages. This is not to say that they did not recognise any difficulties within their 
marriages or did not have arguments. However, the arguments and problems
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experienced were shared and directed outwards from the couple onto tangible, practical 
aspects. The learning disability itself, shared as it is by each partner, does not hold the 
centre of attention in these marriages and does not become the reason for failings in 
each individual.
Mary : "We'll always have learning difficulties, they'll never go
away, so what's the point in arguing about it? We get 
stronger together and that's why we need help to keep 
everything going. We know we can do it, we just need 
some help sometimes."
3.2.2 Social Stigma.
Historically, people with a learning disability have suffered social stigma and rejection 
by society at large. This has limited the opportunities open to them, particularly 
socially and marriage, perhaps, represents a major goal in social acceptability. In the 
present study, it is possible to compare how this stigma is managed by the two 
groupings : those marriages where both partners have a learning disability and those 
where only one partner has a learning disability.
i) Both partners have a Learning Disability.
The most striking response to social stigma by those couples where both partners have 
a learning disability has been that the recognition of this factor has given the impetus 
for the couple to get married.
Mary : "1 wanted to be like other people. That's why 1 got
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married. My Mum always said I was different and that's 
why I was in a hostel, but I didn't want that for all of my 
life, so I got married."
In other words, the couples see marriage as a solution to their experience of being 
marginalised and to strive for the same status as others in society gives these couples 
their goal in life. Having achieved this aim, it is interesting to explore how they view 
their own marriage in comparison with 'mainstream' marriages.
Dawn : "We're probably stronger together because we share a
lot of things - share the house, the cooking, the cats, 
decide what to see on the telly. He normally does me a 
cup of tea in the morning and I normally do the 
breakfast. "
This suggests that Dawn recognises why the marriage is so strong, based as it is on 
equal power sharing, as in contrast to 'mainstream' marriages where, she implies, the 
equality is not so apparent. Although she does not mention directly other peoples' 
marriages, her comments follow the question of whether people without a learning 
disability who are married have the same good things in their marriage as in hers. 
Michael, too, emphasises the explicit humanity of people with a learning disability and 
that, although they may experience difAculties, this should not prevent them from 
eiqoying a satisfying marriage :
"I think if people are like us, they should just get on with it - they're 
human and if they're slow learners they have to tell people...if they 
want help with things, they can ask."
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While stressing the normality of their marriages, these couples are also aware of the 
struggle that they constantly face.
Colin : "Being able to go out and lock up and come back when
I want...if they work hard at it, yes [people with a 
learning disability will experience the same good things 
in their marriage.]"
It is not clear, however, whether Colin is attributing the need to work hard to the 
presence of a learning disability within the marriage, (thus some areas will pose 
difAculties to the couple), or to outside, negative inAuences Aom society in general.
The one area that was mentioned as representing a threat to the couple's identity as a 
'normal' couple was where professional help was thrust upon a couple, contrary to 
their wishes. This was evident in Michael and Mary's interviews.
Michael : "I think our marriage will get better. I think as long as
people don't interfere. It'll get better if people leave us 
alone and get on with it. People do things behind our 
backs - they should tell us to our face."
The help being given focused on the couple's lack of parenting skills. Michael and 
Mary viewed this 'help' as interference and saw it as representing a challenge to their 
views of themselves as coping. In other areas, however, such as welfare beneAts, they 
were pleased to receive help. Thus, when not in control of the advice being offered, 
this couple experienced a threat to their identity as a 'normal' couple.
315
ii) One Partner has a Learning Disability.
The couples where one partner only has a learning disability would be expected to 
show more recognition of social stigma following the marriage itself, and directed in 
particular towards the partner without a learning disability who would also be more 
likely to perceive it. This is because the partner without a learning disability has 
moved Aom the 'mainsAeam' of society into a marginalised group (that of learning 
disability) and has thus become associated with that sAgmatised group and so is Aeated 
to some extent as a full member of that group. Some individuals reported that they 
began to be prepared for this lack of acceptance even before the A marriage.
Jean : "My parents didn't like it at all - they saw me as normal
and I should have gone out with someone else so-called 
normal. There was a lot of resentment.”
Whereas most couples reported marrying for love or companionship, several others 
described the desAe to care for and protect theA partner. Although it is impossible to 
ascertain whether this was indeed the case, it is possible these reasons are given as an 
attempt to re-define the explanaUon for being married to a person with a learning 
disability, shiAing the focus Aom choosing someone because of theA individual 
characteristics and attractions to that of a marriage serving an altruistic function.
Others make generalisadons about people with a learning disability that emphasise their 
positive attributes that arise, they claim, as a dAect result of theA learning disabUity.
Kevin : "If they've had the mickey taken out of them and then
someone shows them love, then probably, yes, they
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would be more loving.”
Thus, in order to cope with negative reactions Aom family or Aiends, Kevin 
concentrates on the rewards that come Aom marrying a person with a learning 
disability, whether genuine or not.
An alternative sAategy used by both partners in these marriages is to refuse to make 
social comparisons, that is, not to compare theA marriages with 'mainsAeam' 
marriages. The most Aequent response when asked to do so was "I don't know.” 
Others simply declined :
Andrew : "I'm not speaking for anybody else. ”
In conAast to all of the other questions, some intimate, regarding theA marriages, this 
was the area where people failed to verbalise theA views. It may be that for some 
people with a learning disability theA ability to make or articulate comparisons and 
judgements is Ihnited or theA understandAig of the question itself is doubtful, but for 
theA partners who did not have a learning disability theA response is very interesting. 
This area is particularly sensitive, as it sAikes at the heart of social acceptability and 
'normality' and it may be that either these individuals recognised that they would 
reveal theA marriage's shortcomings when compared with 'mainsAeam' marriages or 
they had consciously or unconsciously avoided such comparisons. The result, either 
way, is that they failed to elucidate any diAerences they perceived.
The remahnng sAategy that individuals reported was that of limiting theA social lives. 
This was done in several diAerent ways. One method adopted was for each partner to
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have their own set of Aiends, rather than sharing, thus limiting access of 'normal' 
Aiends to the learning disabled partner's weaknesses or diAerences. Others, 
recognising that open rejection would be painful for the partner with a learning 
disability, chose to socialise together in settings for people with a learning disability.
Kevin : "People, teenagers especially, take the mickey out of
her, so we go to the social club on Mondays.”
This resAiction of then social outlets was taken to further exAemes by others who 
avoided all social contact wherever possible.
Nina : "We haven't got any Aiends, no-one comes near us, no
neighbours, they don't bother...we keep ourselves to 
ourselves.”
Here, although there is an element of self-pity in that others avoid them, there is also 
the suggestion that then isolation is self-imposed and serves a purpose : protection 
Aom outsiders and then negative reactions.
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SECTION TWO: CARD SORTING TASK
4.1 RATIONALE FOR SECTION 2
The above study gave participants the opportunity to describe the experience of being 
married Aom then own viewpoints. In order to clarify further the types of changes they 
perceived in their lives once married and to explore the reladonships between these 
changes, a further study was devised. The aim was to ask participants directly to indicate 
how they saw themselves when they had been single and now that they were married. 
From the previous study, many of the participants had unclear expectations of how 
marriage might change their hves. However, then descriptions of the limitations imposed 
upon them by then parents or carers when single and then reports of feeling 'very happy' 
within then marriages sAongly indicates that they perceived themselves in a more positive 
light now they were married. Many cited 'companionship' as their reason for marrying 
and this suggests that they experienced loneliness when single which could be eradicated 
by marrying. In the second study this is directly explored. Possibly related to this is that 
some of the women, in particular, reported abusive relationships in the past when they 
were single and a lack of feeling secure and safe, with nobody to turn to for them to share 
their worries and problems. By explicitly including these factors in the second study, it 
should be possible to hnd out if marriage fulhls these functions of offering safety and an 
outlet for sharing worries.
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It was also intended to explore further individuals' perceptions of dependence and power. 
The experiences related by the women regarding their position when single generally 
produced the picture of them being dependent on theA fannly or carers for theA everyday 
needs. This situation tended to persist in their marriage if theA husband did not have a 
learning disability. If^  however, they married a man who also had a learning disability, 
then there was a tendency for equal power-sharing and decision-making regarding a wide 
range of subjects, including hnances. In the second study, one of the aims, therefore, was 
to be in the position to conhrm that this distinction does indeed exist. Finally, although 
the numbers were very small (only one respondent), the literature (reviewed in the 
inAoduction) points to the lack of independence of people with a learning disability 
brought up in an institution and it should be possible to see whether and in what ways this 
individual was similar to or different Aom the other men or women in the study. It might 
be expected that his self-perceptions would be more similar to the women as regards lack 
of independence, but aAer marriage to a spouse with a learning disability, it might be 
expected that he then perceives himself as more independent.
4.2 METHOD
4.2.1 Multiple Sorting Procedures
The personal conceptual systems of individuals has increasingly become the focus of 
interest in psychology, gaining popularity Aom the original writings of Kelly and the use 
of Personal Construct Theory and repertory grids (1955). However, several criticisms 
have been levelled at the use of grids (Fransella & Bannister, 1977), the main ones being 
that this system generates bipolar scales, rather than allowing for categorical, unordered
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constructs, that the elements are usually provided by the researcher and, not least, that 
limitations are imposed by the format in which the data is collected in order to be 
analysable by computer.
The advances in computer programmes that can perform nonmetric multidimensional 
scaling procedures has led to the possibilities of exploring systematically an individual's 
conceptual system regarding both its nature and the organisation of the concepts within 
it. In order to produce material that is analysable regarding the concepts that individuals 
use, some structure needs to be present of a type that does not consAain the individual. 
Such a focus can be provided by sorting procedures, a method used most Aequently in the 
envAonmental psychology field (e.g. Groat, 1982). Canter, Brown and Groat (1985) 
recommend that in utilising sorting procedures, the participants should be given as much 
Aeedom as possible regarding the range and structure of the categories and the constructs 
and elements sorted in order to elicit the individual's personal construct system rather than 
reAect the researcher's.
In multiple sorting procedures, the participant has to assign elements to categories of 
his/her own choice. The elements can be virtually anything and may include objects, 
photographs, places, activities or people. Each element is hsted on a card and these cards 
are then sorted. This can be done a number of times, using different sorting criteria, until 
the participant can think of no further ways to sort the elements. This basic method can, 
however, be modihed to suit both the research question and the participants themselves.
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Sorting procedures have the advantage over repertory grids in being generally quick to 
administer, being able to cope with a large number of elements and ensuring individual 
sensitivity. The elements should be as specific and concrete as possible, thus limiting 
ambiguity and interpretation, and the range should be selected so as to be salient to the 
participants and of relevance to the research question. In addition, the characteristics of 
the respondents themselves need to be taken into account, in this case, having a learning 
disabihty, and for this reason, in the present study, the researcher provided the elements.
Questions have been raised about the reliability and validity of sorting procedures. 
Canter, Brown and Groat (1985) argue that the actual sorting task results in the individual 
learning more about their own conceptual system and that it might, therefore, be expected 
that they would not repeat the same sorting twice. The task is time-specihc, therefore, and 
Fransella and Bannister (1977) contend that rehability may be closely related to the 
insensitivity of an instrument and not reflect changing circumstances of an individual. As 
regards face validity, it is important to ascertain that the participants and the researcher 
share a common understanding about what is being measured. Similarly, the instructions 
must be clear, the elements must have personal relevance to the individual and he/she 
must feel at ease enough to divulge his/her personal conceptual system.
4.2.2 Procedure
The elements of the present study were chosen by the researcher 6om the transcripts of 
the interviews in the hrst study. In order for the elements to cover a wide range of topics, 
twelve were chosen, six that were identihed as pertaining to the state of being single and
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six to being married. The elements were chosen, based on the participants' interviews, 
to fall into three categories: personal, interpersonal and practical, so that they formed 
some structure and encompassed different aspects of individuals' experiences. For each 
of these categories, one element was deemed to have positive attributes and the other 
negative attributes. In order to check the face vahdity of these decisions, another member 
of the Psychology Department was given the twelve elements and asked to categorise 
them according to the above information. Where disagreement arose, discussion took 
place until both the raters could agree. The following twelve elements were finally 
chosen:
Positive Negative
Single Personal Independent Selfish
Interpersonal Having a good
social life
Lonely
Practical Spending my own 
money
Not having much 
money
Married Personal Feeling secure No time to be 
alone
Interpersonal Sharing worries Having arguments
Practical Having someone 
to go on holiday
Having to clean up 
after others
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Each of the above elements was written on to a card and, in addition, four more cards 
were designed:
i) like me when I was single
ii) not like me when I was single
iii) like me now I am married
iv) not like me now I am married
These cards were the four 'category' cards provided by the researcher, as it was 
considered that the respondents would hnd a 6ee sort too hard to accomplish and would
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be unable to generate categories unaided. In addition, the research question was aimed 
specifically at exploring how marriage had changed individuals' perceptions of 
themselves. Although the figures were not standard, they were used as a visual cue for 
each card in addition to the words on the card. The line crossing the figures out, 
representing "not like me" was chosen as it should have been a familiar symbol to the 
respondents in other public signs such as "no smoking" (a cigarette with a line crossing 
it out).
Ajl of the participants in the previous study who had a learning disability were contacted, 
by telephone wherever possible, and asked if they would be prepared to take part in a 
further, short interview in their own home. At these interviews, the following 
introduction and instructions were given:
"I am carrying out a further study on what people with a learning disability who 
are married think and feel about being single and married. So I am asking you to look at 
the following cards and to sort them into hrstly whether they were like you when you 
were single and secondly now you are married. I will read the cards out to you if  you 
have difficulty reading yourself. It is your views that count."
The two cards representing the state of being single were then laid in hront of the 
participant and an explanation given for what they meant. The twelve element cards were 
then given one at a time in a random order to the individual while being read out by the 
researcher and the participant was invited to choose which category that particular card
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fitted. When decisions had been made on all of the cards, a note was made of which 
cards were sorted into which pile. The task was then repeated, using the two cards 
representing the married state.
One possible drawback in having to read out loud the element cards was that participants 
may have felt some pressure to give socially desirable responses, but the researcher was 
careful not to give any reaction once cards had been sorted and confined herself to 
showing an interest merely in the correct recording of the responses.
4.2.3 Multidimensional Scalogram Analysis (MSA)
In order to carry out MSA on data derived h"om the sorting procedure, each individual's 
classihcations of the personal attributes (elements) must be converted into numerical data. 
The categories of each construct are assigned a number and the attributes coded according 
to the category to which they were assigned. These numbers comprise the cells of the 
data matrix. Each of the participants, therefore, is represented by a 'proEle' of scores 
which indicates the categories to which they assigned each element. Each row in the 
matrix corresponds to one of the participants and a column of data represents one of the 
attributes. In this way all the elements categorised by all the participants can be 
represented.
MSA analyses the categorical data and plots the individuals as points in geometric space 
in such a way that the best possible fit between the attribute categories and their 
representation as regions in the space is achieved. Individuals with more similar profile
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scores will be plotted closer together in space and those who differ greatly will be at a 
greater distance. The MSA compares each profile with every other one and no order is 
assumed between the various categories.
The MSA not only provides an overall plot of the individuals in terms of the similarities 
and differences between them, but also a series of item plots, one for each of the elements. 
These item plots retain the same pattern of individual points in space, but for each element 
the points are coded according to which category they were assigned, that is, in this study, 
either 1 or 2. When the plots are examined, it may be possible to divide the space into 
two regions, one which includes all the points numbered 1 and the other all the points 
numbered 2. An example is shown below.
FIGURE 1 Item plot on loneliness
This plot shows each individual represented as either a 1 or a 2 in the same configuration 
as the MSA of the main plot. The partitioning is very clear, as the Ts and 2's lie in 
distinct areas of the space. It may then be possible to relate the concept of loneliness to
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the state of being single/married and this is done by comparing the two plots (the main 
plot and the item plot on loneliness) and ascertaining if the partitioning is similar.
It is not, however, always possible to partition the space and where this is the case, it 
suggests that the non-partitioning construct is not closely related to the other constructs.
Sometimes individuals may sort the elements in exactly the same way and where this is 
so, the MSA treats those individuals' prohles as one point in space.
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4.3 RESULTS
Sixteen of the original twenty learning disabled participants carried out the card sorting 
task. One couple had moved to Dorset and so were inaccessible, one woman refused 
to take any further part in the research and one woman could not be traced. Thus the 
sixteen remaining subjects comprised ten women and six men.
Six of the women were married to non-leaming disabled men and had an average age 
of 42. Two men were married to non-leaming disabled women and had an average age 
of 65. The remaining eight individuals represented four married couples, with an 
average age of 39, the women having an average age of 36 and the men 41. Only one 
person, a man, had been brought up in an institution.
All of the individuals were able to cany out the sorting task and to sort all of the cards, 
thus indicating that the items were relevant to them. The time taken for the interviews 
ranged hrom ten to twenty minutes.
The data from these sixteen individuals were analysed using MSA. Three separate 
MSA's were undertaken, the first analysis explored individuals' perceptions of 
themselves before and after marriage in terms of the twelve items they sorted, the 
second analysis looked at the individuals when they were single and the third when they
were married.
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4.3.1 MSA on subjects before and after marriage.
Figure 2 shows the main plot of the MSA on individuals before and after marriage. 
Each point represents an individual and incorporates their 'profile' of scores on the 
twelve elements sorted. Each individual, therefore, appears twice, one when they were 
single (e.g. 1,3) and once now they are married (e.g. 1M,3M). Four of the points on the 
original plot each represented two individuals, as their 'profiles' were identical. 
However, for clarity, all individuals have been shown on the plot below, those identical 
being closest together (7 and 11, 9 and 10, 7M and lOM, IM and 13M). The points 
representing the six husbands (12 points) are in bold type.
12
/ 3 ^ '----
/  (14 7
1 4
9
10 _ 8 ___
15 5 / 6M
2 7M 14M 13M
y X W 9M IM
y /  8M 3M
2M
6 /  IIM 12M
/5M  
/  16M
15M
FIGUREZ Main plot
Clear partitioning is evident in terms of whether the individual was single or married,
as the points representing single individuals lie in a distinct region of space. This plot 
indicates, therefore, that individuals perceived themselves quite differently when they
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were single compared to when they were married. There was also more scatter apparent 
within the single individuals, indicating that when single they represented a 
heterogenous group. When married there was evidence of a greater clustering of 
individuals, suggesting that the married individuals perceived themselves more 
similarly. In addition to this, four of the single men were found in one area, indicating 
a high level of similarity between these single men.
The MSA also produces individual item plots, in this case twelve, each representing one 
of the items sorted by the participants. Six of these plots showed clear partitioning as 
described in the method section and are detailed below. Partitioning was not possible 
for the other six elements (having a good social life, selfish, having someone to go on 
hohday with, no time to be alone, having arguments and having to clean up after others). 
As explained in the method section, each item plot shows a point for each individual 
participant in the same pattern as in the main plot. Where clear partitioning is possible, 
as in the figures below, only the separate regions have been delineated for ease of 
presentation and clarity.
lonely
not lonely
FIGURE 3 Plot shows MSA on loneliness
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All of the individuals perceiving themselves as feeling lonely reported this as relating 
to their being single and this feeling was no longer apparent after marriage. Only four 
individuals claimed to be not lonely when they were single.
independent spending own 
\^^^money /
having
\^ o n ey
not not spending not having\
independent own money much m on e}\
FIGURE 4 Plots show MSA on independence, spending own money and not 
having much money
The three items shown above demonstrate similar partitioning, particularly the first two 
regarding independence and spending one’s own money, indicating that these two items 
are closely related. The individuals who reported that they were not independent were 
all women and two men, both of whom had been living in large group situations 
(hospital and hostel) when single. This pattern was similar regarding spending one’s 
own money and not having much money in that nearly all of the individuals not 
spending their own money and not having much money were women. Although there 
was a tendency for women to have more money once they mamed, those women who 
were not independent and did not spend their own money when single tended to remain 
in that same category once married, particularly those that married men without a 
learning disability. On the other hand, if they married a man with a learning disability.
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they were more likely to become more independent. One woman moved 6om being 
independent to being dependent aher marriage to a man without a learning disability.
not I sharing
not \  feeling sharing\worries
feeling\ secure worriesy
secure / /
FIGURE 5 Plots show MSA on feeling secure and sharing worries
The two plots above display similar partitioning for the two items feeling secure and 
sharing worries. All of the individuals who neither felt secure nor able to share worries 
were single, all women with the addition of the one man brought up in an institution 
(hospital).
In summary, the participants perceived themselves differently when they were single 
compared to after they were married, as when single they reported feeling lonely and 
insecure, not able to share their worries and this was not evident once they married.
In addition, it was generally the women when single who reported themselves as not 
being independent and not being able to spend their own money and this was likely to 
persist after they married, particularly if their husband did not have a learning disability
4.3.2 MSA on subjects when single
The main plot overleaf shows each individual’s profile regarding their card sort 'when 
single’ as a point in space. Although two individuals (7 and 11) carried identical
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profiles and should thus be represented as one point, for clarity they have both been 
placed on the plot, closest together. The six points representing the husbands are in bold 
type.
FIGURE 6 Main plot
The main plot indicates one area where five of the six men lie close together. The 
remaining man was brought up in an institution (hospital). This suggests that the men, 
when single, were very similar to each other, whereas the women were a more 
heterogenous group.
Of the twelve individual item plots produced, six showed clear partitioning and are 
presented below. The remaining six did not show partitioning (spending own money, 
lonely, feeling secure, no time to be alone, having arguments, having to clean up after 
others).
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indep­ not
endent indep­
endent
having not
money having
much
money
FIGURE 7 Plots show MSA on independence and not having much money
The above two plots exhibit similar partitioning, showing evidence that the two items 
of independence and having money are closely related. All of the individuals not having 
much money and not being independent were women, except the one man brought up 
in an institution.
someone to go 
on holidays with
not having a
v^goodso^l life not selfish
nobody to go on 
holidays with good social 
life ^selfis&\
FIGURE 8 Plots show MSA on having someone to go on holidays with, a good 
social life and being selfish
The three plots above, although not showing exactly the same pattern of partitioning, 
have in common the fact that most of the men fall into just one of the partitions. When 
single, all of the men except one had a good social life and someone to go on holidays 
with and considered themselves selfish. The one exception was the man brought up in 
an institution.
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not sharing 
worries
sharini
womes
FIGURE 9 Plot shows MSA on being able to share worries
The plot above indicates that all of the individuals unable to share their worries when 
single were women, except the one man brought up in an institution.
In summary, when single the men tended to perceive themselves similarly, in that they 
led a good social hfe, had someone to go on holidays with and were selfish. It was the 
women who felt they were not independent, did not have much money and were unable 
to share their worries. The one man brought up in an institution also fell into this group.
4.3.3 MSA on subjects when married.
The main plot overleaf shows each individual's prohle regarding their card sort 'when 
married' as a point in space. Three pairs of individuals had identical profiles (1 and 13, 
7 and 10, 2 and 12), but in order for them all to be recorded on the plot, each pair has 
been placed close together. The six points representing the husbands are in bold type.
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7 10 2
FIGURE 10 Main plot
Compared to the plot representing the individuals when single, there is less scatter, 
indicating that the group perceives itself as more homogenous. Of the twelve item plots 
produced, only four showed clear partitioning and are shown below.
I spending own
independent mone^y^
not not spending
independent own money
FIGURE 11 Plots show MSA on being independent and spending one’s own 
money
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The two plots above show similar partitioning, indicating that the two items of feeling 
independent and being able to spend one's own money are closely linked. The 
individuals who claimed that they were unable to spend their own money now they were 
married were nearly all women.
I not
poor\ good having having
social ' social much money
life / life money
FIGURE 12 Plots show MSA on having a good social life and having money
The two plots above show a close association between having money and leading a good 
social life, in that the partitions for these two items are very similar.
In summary, the MSA's on the married subjects indicate that the space can be divided 
into four main categories related to being independent and having the money to lead a 
good social life, as shown below.
poor S( 
life
dependenf
FIGURE 13 Plot shows summary of four main categories
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The m^ority of individuals considered themselves to be independent now they were 
married and to have money with which to lead a good social life. Only one individual 
(a man) fell into the bottom right-hand quadrant as not being independent but having a 
good social life and he was the husband who had been brought up in an institution.
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4.4 SUMMARY
This study was able to confirm some of the findings h"om the original interviews. The 
main conclusion is that individuals with a learning disability do perceive themselves 
differently from when single to being married and that in general these are positive 
changes. These include not feeling lonely or insecure now married and able to share 
worries, thus indicating that one of the functions of marriage is to fulfil the need for 
companionship. This feeling in marriage of security, in particular, is most relevant for 
women with a learning disability.
As regards independence, the main distinction in the first study of equal power-sharing 
when both partners have a learning disabihty, but the wife being dependent on her 
husband if he does not have a learning disability, was upheld. Thus, it was only women 
who perceived themselves as lacking in independence when single and this perception 
persisted if they married a man without a learning disability. However, they saw 
themselves as more independent if their partner had a learning disability, as presumably 
taking a more equal part in decision-making rendered them feeling more independent. 
Perhaps not surprisingly, the only individual brought up in a hospital perceived himself 
to be more similar to the women in terms of lack of independence, unable to share 
worries and feeling insecure when single, indicating that institutional life disempowers 
individuals.
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5 DISCUSSION
5.1 DEMOGRAPHIC TRENDS
The picture that emerged of this group of people with a learning disability who marry 
is that they have a tendency to marry at an older age than the general population, 
usually in their late twenties or thirties. It is not known if this is the case nationally. 
This might be expected because of their carers/parents wishing to prolong their 
protection in a safe environment or disapproving of their wish to become married and 
placing obstacles in their path. In addition, most of the marriages in Sutton were of 
less than five years duration. This may represent a slight movement towards more 
acceptance of this group's right to marry or may simply reflect that the Register has 
more comprehensive details on younger adults, whereas the older adults with a learning 
disability may never have received services and are, therefore, not on the Register.
Although the numbers studied in this research were small and so the findings may not 
be generalisable, it is interesting to note that the divorce rate for people with a learning 
disability was very low in this group: only one of the sample had been married before. 
This contrasts with the other four people who had been divorced who did not have a 
learning disability. This bears out the expectation of Edgerton (1967) that once 
married, a person with a learning disability is unlikely to divorce, as the rewards of 
becoming married (higher status, 'normality', greater independence) are likely to 
outweigh any difficulties.
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As regards having children, again, only a small number of this group had children and 
most of the others actively planned not to have any children. This reflects society's 
views on the restriction of reproduction by people with a learning disability (Craft & 
Craft, 1983) and this is underlined by the Anding that three of the participants had 
children 'in care', thus they were deemed not to be adequate parents for whatever 
reason.
Perhaps one of the most surprising findings was that a m^ority of the marriages 
consisted of only one partner having a learning disability and this was usually the wife. 
The theories which describe 'homogamy' in marriage point to one of the relevant 
factors as level of intelligence and would predict that both partners would have a 
learning disability (Tyler, 1973) and this is clearly not the case. Instead, the 
predominant marriage found is one which accentuates the difference between the less 
able, dependent wife and the more able, dominant husband, in other words a very 
traditional pattern. Further research would be able to discover if this is, indeed, a 
generalisable finding and not singly chance. This constantly recurring theme of power 
within these marriages is discussed below.
5.2 POWER
5.2.1 Conditions prior to Marriage.
The three types of marriages delineated in the preceding results section describe the 
setting conditions existing before the marriage which determine the balance of power 
within the marriages, how this is manifested and how this is associated with the
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individuals' happiness.
The main theories of attraction (e.g. Bernard, 1982) all point to the fact that most 
people choose marriage partners who are similar to themselves as regards age, race, 
intelligence, level of education, social class and physical attractiveness. However, the 
couples described in this research are mainly those where only one partner has a 
learning disability. This flies in the face of established research on 'mainstream' 
marriages and the question arises as to why people of 'average' intelligence choose to 
marry somebody with a learning disability. Perhaps one of the clues is that some of 
those marrying are doing so for the second time around, either because of divorce or 
death of the previous spouse. Some of these individuals, mainly men, even went out 
of their way to socialise in settings for people with a learning disability, as if they were 
seeking a person less able than themselves. In addition, these men may have been 
suffering from a lack of self-esteem after the break-up of their Arst marriages and 
therefore were seeking a partner who would not reject them, rather than someone who 
was objectively more alluring, as suggested by Berscheid and Walster (1974). 
However, this hypothesis needs further exploration.
This lack of homogamy in these couples may be explained more parsimoniously by 
Kerckhoff and Davis' theory of complementarity of need. Repeatedly, women with a 
learning disability gave their reasons for marrying 'to be looked after', and their
husbands without a learning disability ‘to look after’, which is a very clear example of 
the needs of each partner complementing each other. In contrast to 'mainstream'
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marriages where couples are generally unaware of their need traits (Heiss & Gordon, 
1964), these couples are very much aware and able to articulate their needs. The 
person with a learning disability describes the experience of being on the receiving end 
of care and support, thus rendering them dependent on others and fostering the 
expectation that this will persist throughout their lives. Even when marriage is 
discussed by their parents or carers, this aspect of being cared for implies that their 
dependent position will be repeated in their marriages and that the transition to 
marriage will merely represent a transfer of care to one individual, their husband. This 
was confirmed in the women’s perceptions of themselves in the second study as lacking 
independence when single and having this perception persist in their married state, 
particularly if their husband did not have a learning disability. If the partner without 
a learning disability views marriage as creating the circumstances where he can care 
for and protect his partner, then what better partner to choose than somebody who 
parents, carers and society deem as being in need of protection?
The predominance of marriages where only one partner has a learning disability rather 
than both is also surprising when exchange theory (Kelley, 1979) is considered. The 
rewards that the person with a learning disability will receive by marrying are likely 
to outweigh those that their partner without a learning disability will receive, whereas
exchange theory predicts that the rewards will be perceived to be of equal value for 
both partners. Individuals with a learning disability described harsh, abusive or simply 
limited lives before they were married, which provided an extra impetus for them to 
change their single status. Certainly they did not report a continuance of such
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experiences within their marriage. The common self-perception of both men and 
women with a learning disability when they were single was being lonely and confirms 
the findings of Luftig (1989). In addition to this, women with a learning disability felt 
insecure and unable to share their worries. Thus, these individuals experienced higher 
levels of psychological distress when single and echoes the findings of Ross, Mirowsky 
and Goldsteen (1990). Men with a learning disability, on the other hand saw 
themselves as having a good social life, having someone to go on holidays with and 
being selfish when single. The one exception to this was the man who had been 
brought up in an institution and who perceived himself in a similar way to women with 
a learning disability, as being insecure, lacking independence and unable to share 
worries when single. This underlines the importance of an individual’s living 
conditions before marriage and the result of institutional care being an encouragement 
of dependence and reliance on others. Marriage thus results in a better quality of life, 
particularly for women with a learning disability and improved status towards 
'normality'. These improvements in emotional support and a sense of being cared 
about reflect Ross’ (1995) belief that marriage indicates attachment to a significant 
other. However, for their partners without a learning disability, the rewards of 
marriage are less tangible. For the husbands, the main outcome is to enhance their 
power, which is evident across many activities within the marriage (decision-making, 
arguments and support network), but at the expense of increased social stigma and 
threat to their identity, (discussed later). The rewards for the non-learning disabled 
partner are thus in terms of the power relationship with their partner, whereas the 
wider social acceptance and personal security are more apparent for the learning
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disabled partner. One of the weaknesses of exchange theory is, therefore, that it is 
difficult to measure objectively rewards and costs within a marriage. Although to 
outsiders the balance may not seem equitable, it is the individuals’ own perceptions of 
equality which should form the basis for this judgement. While this theory offers some 
explanation for the choosing of a marriage partner and subsequent stability or ending 
of a marriage, it fails to capture the process issues which characterise a marriage and 
which may also influence individuals’ satisfaction with their marriage.
In terms of psychoanalytic theory, as described by Troupp (1994), support is found for 
the expectation that some people with a learning disability marry in the hope of making 
up for a lack of security and love and actively seek a partner who is able to offer them 
the protection that they require. It may be the case that their partners without a 
learning disability also receive the same sort of enduring, loving relationship by 
choosing a parmer who will remain committed to them (unlikely to divorce) and thus 
provide a safe and secure partnership. Indeed, this was mentioned by one husband 
who claimed that people with a learning disability are more loving than those without 
a learning disability.
Theories of attraction tend to concentrate on why a couple choose each other but fail 
to predict what implications this has for the marriage relationship, other than making 
global predictions about the happiness within the marriage. The present Andings,
although somewhat tentative and needing further exploration, suggest that pre-marriage 
conditions set the foundation for the basis of power. If the couple meets where one of
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the partners is already in a position of power then this establishes the pattern that will 
continue into the marriage itself. This powerful position may be obvious, as in the 
examples of staff/client or it may simply be in the experience of independence that the 
individual has accumulated. Where both partners have a learning disability, however, 
then their common experience of being in a relatively powerless position leads them 
to join forces in order to achieve their goal of being married, thus fostering an equality 
within their relationship and both partners perceiving themselves as more independent 
than when single.
One of the striking findings was that people with a learning disability had very little 
idea of what to expect from marriage before they were married, despite most of them 
being brought up by their families of origin. This also has implications for the power 
balance within the marriage. The partner who did not have a learning disability 
generally held a clearer picture of what marriage would be like and were, presumably, 
able to bring that into existence. In other words, these partners (usually male) held the 
greater resources and therefore power to mould their marriage to fit their own notions, 
commonly the traditional, male-dominated marriage (Blood & Wolfe, 1960). They 
were unlikely to encounter opposition from their partner, whose expectations were 
hazy or unformed and were, in many cases, keen to escape conditions within their 
family or hostel. Where both partners had a learning disability, they were relatively 
free of preconceived ideas about how a marriage typically functions or society's views 
about how it should function. They were, therefore, able to work out between them 
how to operate and they typically described egalitarian ways of doing this. Clearly,
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it is in their best interests to mesh together as a team in order to improve their chances 
of success, as each individual will have their own difficulties or lack of skills and need 
the support of their partner in certain areas.
What is not clear from previous research into 'mainstream' marriages is whether the 
husband is traditionally more powerful simply because of his greater earning 
power/education or whether this may also be based on him having a higher level of 
intelligence. The present study suggests that the partner with the greater intelligence 
is the one who wields the power, whether this is the husband (in most cases) or the 
wife. Their intelligence enables them to have a better understanding of the world at 
large, a greater skill as to how to organise the tasks within a marriage and take contro 1 
of the day-to-day decisions within the marriage. This leading role may be accentuated 
by the parmer with a learning disability having been denied these opportunities before 
they were married and therefore being less able to take the initiative.
5.2.2 How Power is Manifested within the Marriage.
One of the main areas within the marriages where power was exercised was in 
decision-making. This was evident across several different areas including housework, 
outings and holidays. In housework this showed itself not in who carried out which 
tasks, but rather in who made the decision and how this was done. Where the husband 
did not have a learning disability, he was generally seen to allocate the chores, but 
virtually always retaining control of the finances as found by Pahl (1995). Sometimes 
the decision was not discussed at all and the husband simply left his wife to take on the
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responsibilities or sometimes she herself automatically took up certain tasks. This is 
the same pattern as seen in most traditional, mainstream' marriages (Walster & 
Walster, 1975). These marriages echoed the typical picture of the wife carrying out 
less heavy jobs and ones that need to be done daily, while the husband did the heavy 
work and those tasks which occur less frequently (Blood & Wolfe, 1960). This would 
be expected, as these marriages typically reflect the traditional pattern of the dominant 
husband and dependent wife, regardless of whether the husband is in paid employment 
(Peplau, Hill & Rubin, 1993).
However, where both partners have a learning disability, decisions were generally 
made jointly and household tasks divided out on the basis of an individual's ability to 
carry them out. Previous research (e.g. Oakley, 1976) tended to find this pattern more 
often in middle-class homes and even there it was in the minority. The couples in the 
present research were generally not middle-class and made these decisions not because 
they were in some sense 'fair', but because they contributed to the smooth running of 
the marriage. It may be that the sense of what is a man's or woman's job is much les s 
highly developed in people with a learning disability, as their own patterns of skills and 
deficits override their gender and are not limited either by their sex or by society's 
expectations. Further exploration of this issue as it relates to learning disabilities 
would prove valuable.
In contrast to Oakley's (1976) findings that women were happier in marriages where 
housework was shared and Parelius (1975) who found women held attitudes o f greater
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equality than men, the present research found that women were happy regardless of 
how the housework was divided, the only exceptions to this being where the wife did 
not have a learning disability. This suggests that women with a learning disability 
derive happiness from their marriage from a different source. They do not appear to 
possess the modem notion of sexual equality and not to have this expectation in their 
marriage. It may be that they perceive society's discrimination against them in terms 
of their learning disability alone rather than their sex and that this is so strongly felt 
that the additional gender component is masked. Their expectations of marriage are, 
as we have seen, very unclear and their general feeling of achievement by becoming 
married in terms of personal security and companionship may be the main contributor 
to their feelings of happiness rather than any details as to how their marriage operates. 
This reflects Ferree's (1990) iïndings that women do experience marriage as supportive 
in the emotional sphere which includes self esteem and mutual nurturing.
The second main area which demonstrates the power balance within the marriages is 
marital discord. Previous research (e.g. Scanzoni, 1976) delineated the most popular 
topics for arguments but failed to make explicit the basis for these arguments. The 
present research suggests that where power is unequal, the interpersonal relationship 
is frequently the subject for disagreement and the expectation by the non-learning 
disabled partner is for his/her partner to change their behaviour. Indeed, where the 
husband has a learning disability, it is this very fact which becomes the basis for 
arguments, the area which is probably least amenable to change. The dominant 
partner, therefore, is able to govern what areas come up for dispute and can re-affirm
350
his/her powerful position by choosing areas which are ostensibly the learning-disabled 
partner's 'fault'. Where both partners have a learning disability, however, the issue 
of having a learning disability is not an area that can become the focus of a dispute, as 
both partners share it. They tend, therefore, to direct their arguments away from their 
relationship and on to practical issues with which they both have difGculties and that, 
if solved, will bene At both equally.
Support was found for the general distinction in tactics used by husbands and wives, 
the men tending to employ 'strong' tactics such as bullying and the women tending to 
use 'weak' tactics such as manipulation. However, where the wife did not have a 
learning disability, she also tended to use 'strong' tactics, suggesting that it is the 
partner who is more powerful who employs these strategies rather than being based on 
gender (Howard, Blumstein & Schwartz, 1986).
As expected, marriages where both partners have a learning disability receive a greater 
amount of support, covering a wider range of issues and from a larger number of 
networks than couples where only one partner has a learning disability. This supports 
Mattinson's (1970) findings that couples where both partners have a learning disability 
require a lot of input, particularly financial, to survive. What is interesting, though, 
is that in contrast to this group, couples where only one partner has a learning 
disability have quite a different pattern of support. This is controlled by the non­
learning disabled partner and is more selective than where both partners have a 
learning disability. Husbands without a learning disability tend to receive support,
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mainly Anancial, only Aom their own or their partner's family and have very limited 
help Aom professional agencies. This may be because the husband might be seen to 
be somehow failing if he requested formal help and he may also And the experience, 
probably not having occurred in his pre-marriage days, as stigmatising. In addition, 
he may see the need for help as undermining his ability to look after his learning 
disabled wife, often one of the main reasons cited why he married. It would be 
illuminating to study in greater depth how support and its different sources are 
perceived by either partner, with or without a learning disability.
Wives without a learning disability, on the other hand, found the experience of caring 
for theA partner with a learning disability harder work than they had expected and 
failed to acknowledge beneAts gained Aom theA marriage. TheA focus in requesting 
help Aom networks including fanAly, Aiends and professionals was in order to help 
them cope with theA husband's shortconAngs. This served to legitimise theA 
difficulties in coping with learning disability, but did not alter the situation, as the 
problems they reported were fundamental to their partner and, paradoxically, were 
cited as the main reason they gave for marrying.
5.2.3 Happiness.
Nearly all of the participants reported that they were happy in theA marriage, both men 
and women, those with and those without a learning disability. This confirms previous 
research by Ross, MAowsky and Goldsteen (1990) that marriage confers psychological 
beneAts on each partner. This is despite the wide variaAons within these marriages
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regarding patterns established within the marriage and difficulties experienced. This 
contrasts with Gray-Little and Burks' (1983) Anding that higher levels of satisfaction 
were found in marriages showing egalitarian patterns of behaviour. In addition, these 
marriages showed no decline in satisfaction related to length of marriage, in opposiAon 
to Argyle and Henderson (1985). The two marriages where only the husband had a 
learning disability were the two where Aie wife expressed feelings of unhappiness and 
dissatisfaction. These marriages consisted of both of the husbands and one of the 
wives being over 40 at the time of marrying and research has shown that late marriages 
are less happy (Glick & Norton, 1977). However, Aiis alone appears to be inadequate 
to explain the lack of satisfaction within these marriages and further suggestions that 
such couples will tend to be inAexible because of Aieh age do not capture the essence 
of the unhappiness. More plausible is the fact that these marriages are in stark contrast 
to the traditional picture of dominant husband and less dominant wife and have 
previously been found to be less happy by Peplau (1979). The wives focus the 
difAculties experienced in the marriages on the learning disability, a disability that is 
unalterable. TheA original wish to care for/improve die A partner becomes the basis 
for their dissatisfaction as Aiey reported that it was AieA partner's limitations which 
became frustrating for Aiem. Knox's (1975) classiAcation of reasons for marrying 
being divided into positive and negative reasons did not show any predictive value of 
theA relationship to happiness.
The happiness reported in marriages where only the wife has a learning disability can 
be attributed to diAerent reasons for both partners. Whereas in 'mainstream'
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marriages, wives typically experience a reduction in the control they have over their 
lives and an increasing dependence on theA husbands (Bernard, 1982), for the wife 
with a learning disability this is not so. Her dependence has merely transferred Aom 
family/carers to her husband and in addition she receives an improvement in her 
quality of life and a raising of her status to that of married woman, representing 
'normality'. In contrast to 'mainstream' marriages, therefore, the learning disabled 
wife does not perceive her change in married state as a downward shift and does not, 
therefore, report feeling less happy than her husband. The non-learning disabled 
husband, on the other hand, holds unquestioned power across many domains of the 
marriage and is in control of a wife who is unlikely to leave hAn and this, in turn, 
leads to him reporting happiness in his marriage. However, this finding is in contrast 
to Burgess, Locke and Thomes (1963) who found that one of the main predictors of 
marital satisfaction was partners of equal mental ability.
As discussed previously, where both partners have a learning disabüity, theA 
saAsfaction lies in having achieved 'normality' as represented by the married state and 
in having risen above the limitaAons often imposed on people with a learning disability. 
TheA happiness, therefore, is perhaps derived Aom the wider social context rather than 
the intricate workings of theA marriage. It may be that because these marriages are 
also more egalitarian that Ans in itself adds to AieA happiness, as well as the fniding 
that they both perceive themselves as being more independent than before they were 
married.
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5.3 THREATS TO H)ENTITY
As expected, one of the ways that people with a learning disability cope with being 
stigmatised is to aim for equal status with 'normal' people by becoming married. The 
couples that expressed this wish to be like others were those where both partners had 
a learning disability and they were also the ones that were able to articulate the 
similarities they had with other 'normal' people. Thus, when experiencing a threat to 
their self-esteem, these individuals chose to limit then diAerences Aom others by 
A i m i n g  to lead a lifestyle that merged in with typical patterns in society, that is, 
marriage. They did not, in general, view support they were receiving as stigmatising, 
but saw it as a way of bolstering then posidon and ensuring then marriage's continued 
existence. However, when the help provided questioned then abilities to care for their 
child, a Anther stage of 'normality', this was resented and perceived as a threat to the 
position that they had attained.
The partners without a learning disability did, indeed, experience threats to then 
identity by marrying a partner with a learning disability and then coping sAategies 
tended to be inAa-psychic or interpersonal. Examples of re-deAning or re-interpreting 
the properties of the posiAon occupied were evident, as described by Breakwell (1986). 
These included aAributing positive characteristics to then partner wiAi a learning 
disability over and above what might be expected in the 'normal' population, such as 
extra lovingness and doing so with very litAe, if any, evidence. In reporting then 
reasons for marrying, too, the unexpectedly high rate of mentioning caring and
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protecting their partner may be the individuals' aUempts at re-defining their reason for 
being in their position, that of being married to a person with a learning disability. 
Indeed, when suggestions are made that the person with a learning disability actively 
attempted to evoke the pity of the prospective partner, then this shiAing of the locus 
of conAol Aom an internal to an external one can serve as a protection against the 
perceived threat.
Other sAategies adopted included compartmentalism, whereby the partner without a 
learning disability carried on theA previous style of living Aicludnig employment and 
separate leisure pursuits and only interacted with then parmer with a leamnig disability 
within the home itself. Thus, the sAgma of being married to somebody with a leamnig 
disabhity is minimised by keeping it quite separate Aom everyday routnies external to 
the home. This can also be seen Aom the isolation Aiat many of Aiese couples 
experienced. This serves the purpose of being able to avoid the perceived rejection, 
pity or other negative reactions Aom society at large. Sometimes couples failed to 
socialise at all and sometimes they chose to socialise only in seAnigs specAically set up 
for people wiAi a leamnig disability. Here, presumably, Aiey experienced not 
rejection, but rather envy and respect Aom others who all had a leamnig disability. 
By choosing other, single people with a learning disability as a comparison group, 
therefore, the married couples were able to protect their self image and self-esteem.
The fnial way Aiat these individuals exhibited methods of coping with perceived threats 
to then identity was to minimise social comparisons, in other words, they failed to
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articulate how then marriages were diAerent Aom or similar to 'mainsAeam' 
marriages. This was evident in both those partners with and without a learning 
disability, although it could be argued for diAerent reasons. There was a tendency for 
those partners without a learning disability to refuse to make such comparisons, 
suggesting that they were capable of doing so but chose not to. This could be because 
they may well have had to conAont the limitations of then own marriage and this 
would be likely to lead to a loss of self-esteem. By refusing to make comparisons, they 
preserve the success of their marriage. For then partners with a learning disability, 
however, then inability to compare then marriage with other marriages may reAect 
then limited intellectual capabilities or an inadequate level of self-awareness or even 
an honest ignorance of how other married couples conduct then marriage, as Mattinson 
suggested (1970). They may not have known on what dimension to evaluate 
'mainsAeam' marriages and hence found the task too problematic. In the present 
research these explanations must remain speculation.
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6 CONCLUSIONS
6.1 SUMMARY OF MAIN FINDINGS
The majority of marriages where one partner has a learning disability are those where 
it is the wife who has a learning disability. It is less common to find marriages where 
both partners have a learning disability and even rarer where it is only the husband 
who has a learning disability. This pattern has direct implications for the balance of 
power within the marriages, such that it is held by the man or woman who does not 
have a learning disability, but is shared equally when both partners have a learning 
disability.
The power within the marriage does not slowly evolve aher the marriage has taken 
place, but is evident before in various ways. These include the relative positions of 
power in which the couple first meet and theA previous experience of living 
independently. In addition to this the partner with a leamAig disabüity generally has 
a very unclear picture of what to expect Aom the marriage and is oAen propelled 
towards marriage as an escape Aom theA previous livAig conditions.
Power is exercised and expressed within the marriages across a wide variety of 
situations and activities, including decision-making and marital discord. Support 
networks are commonly used, especially where both partners have a learning disability, 
but are limited to a large extent when only the wife has a learning disabdity.
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The least typical and most unhappy marriages are where the husband only has a 
learning disability and it is the presence of the learning disability which becomes the 
focus of the wives' dissatisfaction and unhappiness. Marriages where either both 
partners or only the wife has a learning disability are generally happy, even though 
they represent a contrast in the power relationship. It is argued that the happiness 
experienced when both partners have a learning disability is in terms of theA success 
to achieve 'normality' in the eyes of society. For the other couples, however, the 
relationship itself, with the power lyAig in the husband's hands and the wife feelAig 
cared for and protected, results in both partners' satisfaction.
Evidence is given for the diAerent ways that individuals cope with the social stigma of
having a learning disability or of marrying somebody who has a learning disability, 
ranging Aom inAa-psychic to interpersonal sAategies.
6.2 IMPLICATIONS FOR SERVICES
Although the numbers of people with a leanung disability who marry are very small, 
this is not to say that the problems they encounter are insigniAcant. At present, in 
SuAon, there are no formal services set up for this group with the speciAc aim of 
oAering advice, support and counselling to couples who are either already married or 
who are contemplating marriage. It would be unreasonable to expect that mainstream 
agencies such as Relate would be Aexible or knowledgeable enough to cater for this 
client group, as any expertise would be very slow to build up considering the small
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numbers. Instead, it would seem more appropriate that a specialised service, within 
the existing learning disability services, could be set up to involve professionals Aom 
both Health and Social Services. Such a group would aAeady be aware of the 
particular difficulties encountered by people with a learning disability and it would be 
easier for them to apply this knowledge to the marriage situation.
When a couple does request help, professionals should be particularly careful as to the 
way in which they oAer that help, giving it on the couples' own terms rather than 
imposing it. This is particularly so where there arises a question of the couple being 
inadequate in some way, so as not to reduce their self-esteem. In addidon, it would 
seem particuWly important where only the wife has a learning disability that her needs 
are assessed and that they are not ignored or overridden by the husband. However, 
this should be done with the co-operation of the husband so that he also recognises the 
benefits that will accrue, rather than view it as undermining his position.
Perhaps the most far-reaching implication for learning disability services is that such 
services have largely failed to reduce the social stigma of having a learning disability. 
Considerable more eAort needs to be given towards public education and the seAing 
up of services which integrate rather than segregate, while at the same time
encouraging self-determination by people with a learning disability to guide the 
decisions of policy makers and service providers. Only when people with a learning 
disability are genuinely listened to will they be accorded the basic human rights and 
expectations that others eiyoy and this includes the right and choice to be married.
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6.3 SUGGESTIONS FOR FUTURE RESEARCH
The present study was able to explore and describe the marriage experiences of only 
AAeen couples in SuAon where at least one of the partners had a learning disability. 
Although valuable insights were gained Aom this exercise, it is not known how 
representative this group is as a whole of those people with a learning disability who 
marry. Clearly, one of the most AuitAil areas for Airther research would be to extend 
the population studied, both in terms of numbers and geographical location in order to 
see the extent to which it is possible to generalise the present Andings.
As mentioned in the results section, the data obtained Aom the interviews lacked 
complexity and richness, despite efforts made at encouraging participants to tell their 
stories. Due to time limitations it was possible to interview participants only once. 
If time allowed, several interviews of each individual may have produced richer 
material, as the participants might have become more relaxed and developed a closer 
relationship with the interviewer. However, this alone would be unlikely to improve 
individuals' articulateness and it may be that the creative use of diAerent modes of 
communication and expression would be more productive. For example, instead of 
relying solely on verbal expression, it may be possible to develop pictorial tools which 
could illustrate diAerent facets of married life, thus obtaining valuable information 
while cAcumventing the need to be able to articulate it.
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One of the difAculties encountered in interpreting some of the information revealed was 
that when discussing experiences and beliefs before they were married this, 
necessarily, inAoduced possible distortions. Details gathered reAospectively are 
obviously subject to individuals either consciously or unconsciously altering the 'facts. ' 
While this in itself is interesting, it would also be valuable to ascertain people's 
expectations about marriage, including its rewards and costs, before they actually 
become married. In this way, it would also be possible to compare these beliefs with 
theA actual experiences some time aher they were married. In addition, having found 
that many non-learning disabled men marry a learning disabled wife aAer being 
divorced, it would be possible to make a more detailed study of AieA reasons for 
geAing married. It would also highlight the diAerences they were expecting Aom 
marrying a partner with a learning disability aAer havAig been married to a partner 
without a learning disability.
Three areas that were highlighted as needAig Airther research were those regarding 
people with a learning disability and theA views on male/female roles and sexual 
equality, AieA abAity to make social comparisons and what reference group they use 
to do this. The AndAigs in the present study were suggesAve of the limited, even non­
existent acknowledgement of the typical male/female roles regarding, for example, 
housework and it would be valuable to measure the extent of this group's 
understanding of this issue and its implicaAons for the marriage relaAonship. Further 
research is also needed to establish the ability of this group to make social comparisons 
and to tease out the separate components of limited self-awareness, ignorance,
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confusion or coping mechanism. When people with a learning disability are able to 
make comparisons, it would be helpful to know what factors are associated with them 
choosing a comparison group of learning disabled or non-learning disabled people and 
what eAects this choice results in, as regards their self-image or self-esteem.
Although the present research confirms that it is exceptional for a person with a 
learning disability to marry, it would be illuminating to study this process Aom the 
perspective of the individuals themselves. The process by which this occurs could be 
studied by listening to children's and teenagers' accounts of theA expectadons for their 
future (including marriage) and how these change over time. This would then have 
implications for education, both for this particular group and the wider general 
population.
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APPENDIX 1
5th June 1995.
Mrs. A. Bowman.
Registers Manager.
Farm House,
Orchard Hill.
Dear Anne,
As part of my University Course I am required to carry out a research project. I would like to 
explore the experiences of people with a learning disability who are married and living in Sutton. 
In order to do this, I would carry out separate interviews with the learning disabled person and 
theA partner. I am, therefore, requesting permission Aom you and your Operation Group W be 
provided with the names and addresses of the married people currently on the Sutton Register.
All information gained through the research would be strictly conAdential and the anonymity 
of the respondents would be protected. If you requAe any further information, please do not 
hesitate to contact me.
I look forward to hearing a favourable reply.
Yours sincerely.
Gill Koheeallee. 
Clinical Psychologist.
C h ie f E xecutive s O fhce: T rust H eadquarters. Fountain Drive. C arshalton . Surrey SIVI5 4N R
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IVI E R T O N S U T T O N
C O ] V [ I \ ^ U N I T Y
N H S  T R U S T
SUTTON AND MERTON REGISTERS
F O R  P E O P L E  W I T H  L E A R N I N G  D I S A B I L I T I E S  
FARM H c n S E , ORCHARD H iL L / FOUNTAIH D R IV E, CARSHALTOH S M 5  4 N R  
TELEPHONE: 0 1 8 1  7 7 0  8 3 9 7  
ANSAPHONE: 0 1 8 1  7 7 0  0 9 7 6  rA X : 0 1 8 1  7 7 0  8 3 4 1
G i l l  K o h e e a l l e e
P r i n c i p a l  C l i n i c a l  P s y c h o l o g i s t  
F a r m  H o u s e
O r c h a r d  H i l l  2 0  J u n e  1 9 9 5
D e a r  G i l l
R E :  R E S E A R C H  R E Q U E S T  T O  S U T T O N  R E G I S T E R  F O R  P E O P L E  W I T H  L E A R N I N G  D I S A B I L I T I E S
A t  t h e  m e e t i n g  o f  t h e  O p e r a t i o n  G r o u p  o f  t h e  S u t t o n  R e g i s t e r  f o r  P e o p l e  w i t h  
L e a r n i n g  D i s a b i l i t i e s  h e l d  t o d a y  i t  w a s  a g r e e d  t h a t  t h e  R e g i s t e r  c o u l d  p r o v i d e  
i n f o r m a t i o n  t o  e n a b l e  y o u  t o  c a r r y  o u t  r e s e a r c h  o n  m a r r i e d  p e o p l e  w i t h  
l e a r n i n g  d i s a b i l i t i e s  i n  S u t t o n .  H o w e v e r  i t  w i l l  b e  n e c e s s a r y  f o r  u s  t o  w r i t e  
t o  t h o s e  p e o p l e  i d e n t i f i e d  w i t h i n  y o u r  c r i t e r i a  t o  s e e  w h e t h e r  o r  n o t  t h e y  a r e  
w i l l i n g  t o  t a k e  p a r t .
T h e  O p e r a t i o n a l  G r o u p  w o u l d  h o w e v e r  v e r y  m u c h  l i k e  t o  s e e  t h e  r e s u l t s  o f  y o u r  
r e s e a r c h  a n d  w o u l d  a p p r e c i a t e  a  c o p y  o f  t h e  p a p e r  y o u  p r o d u c e .
Y o u r s  s i n c e r e l y
^  Û  V j  V—
A n n e  B o w m a n  
R e g i s t e r s  M a n a g e r
i
C hief E xecutive 's Office: T rust H eadquarters. Fountain Drive. C arshalton . Surrey SM 5 4N R
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SUTTON REGISTER
FOR PEOPLE WITH LEARNING DISABILITIES 
FARM HOUSE, ORCHARD H iL L , FOUNTAIN DRIVE, CARSHALTON, SURREY SM5 4NR
TELEPHONE: 0181-770 8237/8 
ANSAPHONE: 0181-770 0976 FA Z: 0181-643 5807
14 August 1995
D e a r  3
As part of my studies at University, I am carrying out some 
r e s e a r c h  w i t h  m a r r i e d  people e i t h e r  o f  whom h a v e  a  l e a r n i n g  
disability. I would like to come and visit you both so that I 
can hear about your experiences, and of course any information 
y o u  m a y  g i v e  would b e  treated in strict confidence.
Please telephone me on 0181-661-1810 if you would like more 
information and indicate on the slip below whether or not you 
w i s h  t o  take p a r t  i n  t h i s  r e s e a r c h  p r o j e c t .
Y o u r s  s i n c e r e l y
G i l l  K o h e e a l l e e  
Clinical Psychologist
I  d o / d o  n o t  w i s h  t o  take part in t h e  a b o v e  r e s e a r c h .
Signed:
Distributed on behalf of Gill Koheeallee by the Sutton Register 
for People with Learning Disabilities.
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APPENDIX 3
INTERVIEW SCHEDULE
INTRODUCTION
As I explained in my letter to you, I am interested in 
people with a learning disability who have got married. 
I would like to hear about your experience of marriage 
and I will be asking you questions to find that out. 
Please feel free not to answer any questions that you feel 
unhappy or uncomfortable about.
With your permission I would also like to record your 
answers so that I can be sure I have written them down 
correctly. If at any time you wish the tape recorder to be 
switched off, please tell me.
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Experience before marriage
1 Where were you living before you got married? 
(Prompt: with your parents or somewhere else?)
How did you meet your husband/wife?
What did you first like about them?
Did you spend time together?
(Prompt: Did you go out to places together?)
Where did you go out together?
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What did your parents/carers think about you spending time together?
What did his/her parents/carers think about you spending time together?
At that time, did you see a Social Worker or Community Nurse or anyone like
that?
What did they say about your relationship? 
(Prompt: About you two spending time together)
10 Did you have any previous close boy friends/girlfriends?
11 What were your reasons for wanting to get married?
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12 Did anyone help yon to think about the good and bad things of being married? 
(Prompt: Can you tell me more about that?)
13 Before you got married, what did you think being married would be like?
14 Has it turned out like that? If not, in what ways is it different?
Marital Satisfaction
15 In general, how happy are you in your marriage?
(Prompt: very happy, quite happy, happy, OK, not happy, very unhappy)
16 In general, how happy do you think your husband/wife is in your marriage? 
(Prompt: as above)
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17 Do you think you will always be married to your husband/wife?
18 What changes would you like to see in your marriage?
19 Do you think your marriage will get better as time goes by? 
(Prompt: in what way?)
The effects of Learning Disability on marriage 
20 Do you experience any difhculties in your marriage?
21 Give half of subjects (a) and the other half (b)
(a) Do you think that people with a learning disability are more 
likely to have these difficulties?
(b) Do you think that people without a learning disability are more 
likely to have these difficulties?
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22 Do you experience any especially good things in your marriage?
23 Give half of subjects (a) and other half (b)
(a) Do you think that people with a learning disability are more 
likely to have these good things in their marriage?
(b) Do you think that people without a learning disability are more 
likely to have these good things in their marriage:
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Household Tasks
24 Who carries out the following household chores?
Wife Husband Both
together
Take
turns
Need
outside
help
N/A
Cooking
Hoovering
Dusting
Washing-up
Tidying
Washing Clothes
Ironing
Putting out
rubbish
Mending things 
around the house
Gardening
Shopping
Saving/Spending
money
Planning meals
25 Who decides who does the above chores? 
Cooking:
Hoovering:
Dusting:
Washing-up:
Tidying:
Washing Clothes:
Ironing:
Putting out rubbish:
Mending things around the house: 
Gardening:
Shopping:
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Saving/Spending money: 
Planning meals:
26 Do yon ever have holidays?
27 How do yon plan them? (who chooses where to go, where to stay, 
how long etc?)
Children
28 Do yon have any children? 
If no, go to Question 34
29 How old are they?
30 Did you think about having a child before you had one?
31 Did you talk to anybody about having children?
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32 How has having children changed your life together? 
(Prompt: Is that good or bad?)
33 Who carries out the following for the children?
Wife Husband Both
together
Take it in 
turns
Not
applicable
Dressing
Toileting
Bathing
Feeding
Playing
Taking out
Telling off
Putting to
bed
34 Have you ever thought about having a child? 
(Prompt: can you tell me about this?)
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35 Do you think you will have more children in the future?
Marital Discord
36 Most husbands and wives have arguments from time to time, can you 
describe your most recent argument?
37 Is that how your arguments usually go?
Love
38 Some people show love and affection a little, while others show a lot. 
Does your wife/husband show you affection?
39 How do you show love and affection?
Leisure
40 How do you spend time together in the home? 
(Prompt: not including housework)
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41 How do you spend time together outside the home?
42 Who decides where you go?
43 Do you both have friends of your own?
44 How often do you see your own friends?
a) Every Day b) Twice a week
c) Once a week d) Less than once a week
Support Network
45 Do your parents or your husband's parents give you any help? 
e.g. practical help, help with the children, help with money, 
talking about any problems?
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46 What help, if any do yon get from a social worker or someone like that? 
(Prompt: outline areas of help as above)
47 Do your friends give you any help?
(Prompt: outline areas of help as above)
48 What contact do you have with your neighbours?
(Prompt: Do they give you help or do they cause any problems?)
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PERSONAL INFORMATION
Name:
Date of Birth:
Date of marriage:
Any previous marriages:
How did they end?
Do you have a learning disability?
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APPENDIX 3a
Amended Questions
Original versions of questions 12 and 24 were as follows:
12 Did anyone talk to you about what it would be like to be married?
24 Who carries out the following household chores?  finances.
These were amended to:
12. Did anyone help you to think about the good and bad things of being married? 
24................saving/spending money.
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